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INTRODUCTION

In the last few years increasing attention has been given to the quality of

health care provided by the military services. Public and congressional atten-

tion originally was focused most sharply on the Air Force as a result of the

problems at the Wilford Hall Medical Center (US Medicine, 1983c). Numerous

other problem areas also involving the Army and the Navy have been cited in

various publications [Army Times, 1982a, 1982b, 1983b, US Medicine, 1982b). As

a result of these incidents, the Department of Defense (DOD) and the various

services have been charged with developing programs that would insure the

quality of the care provided in military medical facilities and which would also

create a system whereby substandard providers of care would be identified and

eliminated from the medical system (DOD Directive, April 1983).

In 1981 The Office of The Surgeon General, US Army (SGO), recognized the

need to identify-factors which could be used as indicators of the quality of

care being provided at Army Medical Treatment Facilities (MTFs). As a result,

. the present study was made a part of the FY 83 Army Medical Department (AMEDD)

Study Program. Between the launching of the study in October 1982 and the pre-

paration of the final report, a number of events have occurred which have both

anticipated the recommendations of this report and have underlined the need for

changes in the present AMEDD quality assurance monitoring system. For example,

the Department of Defense (DOD) has recently published "national averages" of

the mortality rate for selected diagnoses. In addition, DOD is requiring that

all physicians providing care in military hospitals be monitored as to the mor-

tality rates of the patients with these diagnoses under their care (Army Times,

1983c). One of AMEDD's needs in terms of evaluating the care it gives, which

*this study recognized, is a set of empirically derived standards that can be

used to evaluate the level of care provided throughout the AMEDD system.



In order to understand the present state of affairs and the types of

problems now facing the AMEDD, we should briefly trace the history of the

Quality Assurance (QA) movement in the United States. Historically, the physi-

clan was the sole arbiter of the quality of care provided to the patients.

Hospitals were seen only as "onlookers" and not as being responsible for the

. type of care that the physician provided. It was not until 1964 that a court

decision found that hospitals could indeed be held liable for care provided to

patients because they had the power to influence the practice of the physician

within their facilities (Darling, 1964). At this point, hospitals as corporate

entities, became concerned about the quality of care delivered by "private" phy-

sicians because of the obvious threats of malpractice suits for substandard

care. Although not reflected in the literature, one can infer that there is

some connection between this concept of corporate liability and the tendency of

multi-hospital organizations to look for quality of care indicators. Two orga-

nizations which have impacted on the development of present day QA standards are

the Joint Commission on the Accreditation of Hospitals (JCAH), which was

established in 1951, and its predecessor, the American College of Surgeon's

Hospital Standardization Program (ACSHSP) which was established in 1919. The

ACSHSP developed the first minimum accreditation standards for hospitals in this

country. Its successor, the JCAH, has developed more detailed and comprehensive

standards for accreditation and today sets the national standards for hospital

accreditation.

Another aspect of QA was recognized by the creation of Professional Stan-

dards Review Organizations (PSROs) mandated by Congress to review "the

appropriateness of care provided by Medicare, Medicaid and Maternal and Child

2
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Health Programs" (Denlo, 1983). Although primarily intended as a cost contain-

ment program, through their review processes, the PSROs have also improved

quality of health care (Palmer, 1976).

As the various efforts to improve health care unfolded, a series of steps we

can call the Quality Assurance Process developed. This process has five steps:

(1) Problem identification, (2) Problem verification, (3) Identification of

problem cause and plan for its correction, (4) Implementation of corrective

action, and (5) Assessment of the effectiveness of the problem solving actions

(Williamson, et al., 1983). This process has been widely adopted and fits in

well with current JCAH standards. Also, many hospitals have added new personnel

to support the QA Programs and have created positions for QA Coordinators.

These coordinators usually report to the hospital director or assistant direc-

tor, and one of their main tasks is to assure that the various departments are

carrying out their individual QA reviews using this process.

Until 1982, all of the efforts were focused on improving the delivery of

services to individual patients. However, the flow of this line of thought was

either towards: (1) Evaluating the care provided to the individual patient by

the individual provider, (2) Improving care to a certain category of patients

(e.g., hypertensives), or (3) Improving care given by a particular hospital to

its own patients (Graham, 1982).

- Spurred by different stimuli, in 1982 the JCAH and the Army each began to

look at the problem of determining QA indicators for multi-hospital systems.

Through a grant from the Kellogg Foundation, the JCAH began a three year project

with the Sisters of Mercy Hospital Corporation to establish QA indicators for

-.3
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such systems (JCAH Perspectives, 1982), while the AMEDD directed that the pre-

sent study be carried out.

THE ARMY MEDICAL DEPARTMENT
"4."

The Army Medical Department (AMEDD) is the second largest medical organiza-

tion in the United States, exceeded in size only by the Veteran's Administration

-. hospital system (HSC, 1978). Historically the process of evaluating the re

given to the military and their dependents has been essentially the same in

civilian health care systems, i.e., the physician was the sole arbiter 'L

constituted good care. In the Army, as in civilian institutions, physicians

practiced in hospital based settings, and there was a peer review process. The

overall level of care provided in the hospital was monitored by medical audit

committees composed primarily of physicians, while final responsibility for

patient care rested with the Hospital Commander, who was also a physician.

The AMEDD, in the context of the quality of care issues, can be said to have

provided the structural elements of care: i.e., staff, supplies, and facil-

ities. The AMEDD had technical control of the hospital and a type of quality

control was provided through inspections by the Inspector General and JCAH

accreditation visits. However, it was only recently that the AMEDD began to

approach the question of quality assurance for its medical system as a whole.

Because of the closeness and similarities of civilian and military medicine, it

*.. is not coincidental that the civilian world (JCAH) was also beginning to look at

the same question, i.e., how to manage quality assurance programs in a multi-
.hospital system?

4
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THE PROBLEM

The task which this study faces is to identify quality of care indicators

- for the AMEDD. This task can be approached in a number of ways. First, we can

* visualize quality of care indicators as they exist in much of the literature,

i.e., those factors which profess to tell us of a certain level of care for a

certain illness. With this as our focus, we can look at an individual patient

-- after a treatment and decide if the patient did or did not receive adequate

-L: treatment. This view implies looking at the variables of [provider - patient -

illness - treatment - standards - outcome] either singly or in some combination

and making a determination as to whether the patient received good care. In

practice, only a small sample of care episodes can be evaluated under this pro-

cess in a non-automated system.

If we take this one step further and look at it from the point of view of

the person responsible for operating a number of hospitals, the Auestion

becomes: did every provider treat every patient in an appropriate manner during

- a specifiea period of time? When asking this question our original model

[provider - patient - illness - treatment - standards - outcome] does not pro-

vide an adequate answer. These variables are not simply additive, and the

concatenation of the many components of such a model does not lead to a simple

yes or no answer.

What emerges from our original quest of a search of indicators of Quality

Care for the AMEDD, is the need to look not just for those factors that may be

identified by the traditional QA literature as indicators for evaluating care in

specific cases or for specific illnesses; the problem that we face in this study

is to identify those factors which will allow the AMEDD to improve its Program

5
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Evaluation System (Fifer, 1979). These factors may or may rot be what the

literature has traditionally described as QA indicators. However, the

-- "indicators" chosen should allow the managers of the AMEDD program to infer the

presence or absence of quality care in the AMEDD system.

HYPOTHESES

This study began with at least one explicit hypothesis: i.e., that a list

of "indicators" could be constructed which would allow evaluation of the

"quality of medical care" being delivered in a given MTF and in the AMEDD as a
SW

whole. An implicit hypothesis was that this development process might result in

a product that was unique to military medicine. This idea took into account the

thesis, advanced by some, that military medicine is unique and different from

medicine as practiced in the civilian sector.

ASSUMPTIONS

A set of assumptions was made at the beginning of the study:

1. A set of indicators could be developed.

2. The number of indicators was not restricted.

3. The indicators would be measureable.

4. Prior work in both the civilian and military sectors would be
employed to create the list of indicators.

5. The list of indicators did not have to be limited by current AMEDD
data collecting systems.

6. Political and policy concerns of DOD and DA would not affect the
final list chosen.

7. The list of indicators should not be limited to "failures" or
"errors" in medical practice.

6.p,



8. The list of indicators should be applicable to multi-hospital
systems and to varying levels of administration.

9. The list of indicators should be useful to all of the potential
users.

10. Compilation of the list of indicators should involve minimal extra
work for practitioners or MTF data collectors.

11. Maximal consideration should be given to utilizing automated data
systems.

METHODOLOGY

The methodology of this study consisted of the following steps:

1. Review of the pertinent literature.

2. Inquiry into current QA practices in:

a. Military Medical Treatment Facilities (MTFs).

b. Civilian MTFs.

c. Related civilian organizations.

3. Investigation of Patient Data Information Systems in:

a. The AMEDD.

b. Civilian MTFs.

4. Consolidation of information gathered in steps 1, 2, and 3 above.

5. Construction of an ad hoc theoretical model.

6. Informal testing of the model.

REVIEW OF THE LITERATURE

Our review of the literature on Quality of Care Indicators quickly turned

into a review of the Quality Assurance field, and the majority of this section

will therefore deal with QA. The literature review concentrated on discovering:

'41 7



(1) How 'the literature defined QA, (2) What QA methods were being used, and

(3) Which methods could be used in the AMEDD system.

The literature makes a distinction between Quality Control and Quality

Assurance (Graham, 1982c). Quality Control is seen as a process used to

discover lapses in the quality of care delivered and then taking some action to

correct the lapse. QA, on the other hand, is seen as being a mechanism to

assure a certain level of care by preventing the level of care from falling

below a given standard. The literature generally conceptualizes health care

services as having three dimensions: Structure; Process; and Outcome.

Structure describes the resources used for health care, e.g., facilities, equip-

ment, staff, etc. (Palmer, 1976). Process is seen as those "activities per-

formed in the patient management process" (Demlo, 1983). Outcome is the effect

that the health care process has on the patient (Donabedian, 1982). Various

attempts have been made to define QA through these dimensions and, by measuring

the presence, absence, or degree of such indicators, make a judgement as to the

" quality of the care provided (Constanzo and Vertinsky, 1975). Such approaches

as Sentinel Health Events (Rutstein, et al., 1976; Chen and Yang, 1979) the

Tracer Method (Kessan, 1973), Criteria Mapping (Greenfield et al., 1975), Medical

Audit (Morehead, 1982), and Staging (Gonnela, 1982), all represent attempts to

establish quality assurance mechanisms.

After reviewing the various approaches to QA outlined in the literature it

became obvious that most techniques described wuld be inappropriate to our

task. For example the medical records audit (Morehead, 1983) is already in

use in Army MTFs, but it is not sufficient to provide the basis for a system-wide

8
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QA program. Sentinel events, the Tracer Method (Kessener and Kalk, 1973),

Criteria Mapping (Graham and Rosenburg, 1982b), etc., all, in and of themselves,

failed to meet the criteria we had set. Each of these methods would reflect

only a small part of the operations of the AMEDD health care system. A review

of works which encompassed a wide range of QA topics and issues (Greene, 1976;

Miller and Knapp, 1979; Graham, 1982c; Lang and Clinton, 1983) failed to reveal

any specific QA techniques that would seem to meet the needs of a multi-hospital

system such as the AMEDD.

We next reviewed current QA practices in government and civilian hospitals.

In all of them we found that the underlying motivation for QA programs (QAPs)

were the JCAH requirements. The JCAH's QA program emphasizes the discovery of

problems through a QA process (jCAH, 1982). This process, which was described

above, is mentioned here because we discovered that a great many civilian hospi-

tals had already added QA Coordinators to their staffs to implement the JCAH

required QA programs. This QA Coordinator is responsible for overseeing the

hospital QAP and, among other things, assuring that the hospital's sub-elements

carry out effective QAPs by using the QA process. The position of QA coordi-
.7"

nator has become so commonplace in civilian hospitals that a national organiza-
tion has been formed called the National Association of Quality Assurance

Professionals (NAQAP). An estimated five hundred persons attended its 1982

annual meeting, howev' v three persons representing the AMEDD could be

identified at the me

In summary, hospit are generated by the JCAH requirements for QAPs.

Organizationally, with the exception of the QA Staff, the MTF organizational

structure is basically unchanged from earlier JCAH requirements. At the

9
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time that this report is being written, not all Army Hospitals have positions

for QA coordinators, but a draft job description for the QA coordinator position

was being staffed in August, 1983 by Headquarters, Health Services Command (HSC,

1983).
.-

* PATIENT DATA INFORMATION SYSTEMS

The Army Medical Department stores patient care data almost exclusively in

individual record files. Each patient has an individual outpatient record

jacket which he carries with him from post to post. Inpatient data is also kept

in individual records, but the record is retained on file in the hospital that

provided the care. After a number of years, the inpatient file is retired to a

central records depository. The AMEDD does have an automated data system of

sorts, the Individual Patient Data System (IPDS). This system was not designed

to be used for QA purposes, but rather as a system to monitor general health

trends in the Army. The IPDS can be utilized to produce some types of data that
I..•

are useful for QA studies. Examples of the types of data available are included

in ANNEX A. The problem with trying to utilize the present IPDS system as a

base for a QAP is that the record length would have to be greatly expanded to

handle the data necessary for a modern QAP.

The AMEDD has one automated outpatient data system currently in use in the

MTF at Redstone Arsenal, Alabama. This system captures a host of outpatient

data as shown in ANNEX B. This system was originally begun as a study carried

out by the US Army Health Care Studies and Clinical Investiation Activity

-*.1 (HCSCIA) and proved to be so popular with both the health care providers and the

administration of the hospital, that it was retained in operation after the test

10
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period expired. Two other Amy Hospitals have begun work with automated QA

systems during the past year: Womack Army Community Hospital, Fort Bragg, North

Carolina, and William Beaumont Army Medical Center, Fort Bliss, Texas. At this

writing no formal reports on the outcome of these endeavors have been announced.

An example of the data being collected by Womack Army Hospital is contained in

ANNEX C.

TRIMIS is proposing a fully integrated medical information system, but this

systen is only in the very preliminary planning stages. The AMEDD requires an

operational system to answer its quality assurance needs for the foreseeable

future.

This study also looked at some of the automated data systems available in

civilian hospitals. There are at least three automated systems that provide

data summaries to subscriber hospitals. They are the Professional Activities

Studies (PAS), the Hospital Utilization Program (HUP), and the Health Services

*Data Systems (HSD). These three systems are similar in concept. For the pur-

pose of brevity, we shall discuss only the largest of these, the Professional

Activities Study, which has approximately twelve hundred hospital subscribers.

• -The Hospital Utilization Program has about six hundred subscribing hospitals,

and the Health Services Data System has somewhat over one hundred subscribers.

In the PAS system, data is extracted from the medical record using ICD-9-CM

diagnostic codes. This information is input from a computer terminal to a

magnetic tape. This tape is sent periodically to a central processing office

and a monthly report is provided to each hospital. Coding of medical data is

facilitated by menu driven programs which convert English words into correct

ICD-9-CM codes in response to key words.
," °
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Examples of the types of data provided by PAS are given in ANNEX D.

Summaries of these data are provided by such indicators as diagnosis, proce-

dures, and mortality and morbidity rates. Data can be grouped according to the

medical service to which patients were assigned (e.g., Pediatrics, Internal

Medicine, etc.), and summary data are provided for the hospital as a whole. A

useful feature of this report is that it contains predetermined hospital

thresholds for the particular criteria being considered and indicates where care

has fallen below that preselected threshold. The same report also gives com-

parison rates for other similar facilities.

Another example of automated data use is in the area of Risk Management.

One such system, the Variance Report, consists of a coded incidence report sheet

that is filled out by the hospital staff whenever an unusual incident occurs. A

copy of the report is sent to a central data collecting agency which in turn

provides monthly summaries of types of incidents, sites of occurrences, person-

nel involved and rates of occurrence in other institutions. (Annex E) More

recently, some hospitals have begun to convert to fully automated systems which

not only have the capability of summarizing categories of data, but are capable

aof recording every patient care transaction performed in the hospital. An

example of such a system is that used by the New York University (NYU) Medical

Center, University Hospital's Hospital Information System. The technical

-A systems at the NYU Medical Center and the William Beaumont Army Medical Center

are both provided by Technicon Systems Corporation.

THEORETICAL MODEL

The information mentioned above was reviewed with the idea of constructing

an overall set of criteria for identifying the desired Quality of Care

Indicators. In order to construct a model for the AMEDD, it was necessary to

.'1
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visualize the system wherein the indicators would be used. First of all, the

AMEDD is composed of a number of MTFs ranging from small hospitals to medical

centers. These MTFs are geographically arranged under three medical commands.

These commands have direct operational responsibility for all the MTFs in their

area. The commands, in turn, are each responsible to a major Army Command

(MACOM).

0 The Office of The Surgeon General (SGO) is responsible for advising DA on

medical matters, and although it does not have direct reponsibility for the

medical commands and MTFs, it does provide technical supervision. This role as

technical supervisor dictates that SGO be well informed about the levels at

which the MTFs are functioning. Therefore, many levels of administrative and

professional controls exist: (1) the primary health care provider, (2) the

Chiefs of the Services or Department in which the care is provided, (3) the

"99 Chief of Professional Services and/or Hospital Commander, (4) the Commander of

each medical command, and, (5) the SGO at DA. Thus, any QA system should pro-

duce data which are meaningful and useful to all of these levels. Therefore,

our first requirement for a system is that it should provide useable data for a

multi-level organization.

. One element of the current AMEDD data system is that it stresses the collec-

tion of indicators that are oriented towards the bureaucrat, e.g., MCCU's, number

of patients seen by categories of precedence, i.e., active duty, active duty

* dependent, retired, retired dependent, etc. These types of data are not at all

useful in helping the provider to improve the care he is giving his patients.

These data are also meaningless when it comes to evaluating the type of care

that is being provided by the system.

1'. T
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In order to properly carry out the process of evaluation of care it will be

necessary to collect different types of data on a regular basis. What is needed

is the collection of clinical data which will allow the proper evaluation of the

quality of the care being offered in the system. Collection of such data can,

predictably, produce either of two general reactions from the providers. A

negative reaction will be produced if the type of data collected stress the

I"mistakes" the providers have made and is used solely by non-providers to wield

an indignant hatchet. On the other hand, a positive reaction can be elicited if

the data collected are used to aid the providers in their treatment of patients

(Hirschorn, 1981). In other words, the data should produce reports that are

available to and useful to, the provider of patient care, and not just to the

administrators of the systems. Therefore, the second requirement for our model

is that the data collected must be disseminated to the provider to improve the

level of care provided to the patients.

The issue of just what type of data should be used in judging quality of

care was one of the central points of this study. One initial speculation was

that one could specify a relatively small number of factors and, by measuring

their occurrence or lack of occurrence, judge the quality of the care provided.

However, when one took into account the variety of health care providers, physi-

cians and non-physicians, within the system, and the multi-level use of the

data, it becomes apparent that a small, "manageable" list would not meet the

study's requirements.

This realization led to the third requirement for our model, i.e., the need

for a large data base, utiliz, all available patient data, to be used to

-- generate the indicators of the quality of care. Items from this pool could be
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selectively retrieved, in individual or aggregate form, depending upon the needs

of the user. This data base would allow comparisons of the levels of care pro-

vided between like-size institutions (e.g., Medical Centers) or between like

services (e.g., Internal Medicine) throughout the AMEDD. Thi. capability now

exists at an embryonic level within the AMEDD, but further development of the

IPDS would be necessary if this capability was to be utilized in a routine

manner.

A fourth component of our model was the idea that it should utilize a fully

automated data collection, storage, and retrieval system. Increasingly, tech-

nicological advances are being introduced into health care facilities (Austin

and Carter, 1981; Bock, 1982; Carel, et al., 1982; Edmunds, 1983; NIS, 1983) and,

as far back as 1966, government sponsored reports called for the automation of

patient data systems (DOD, 1966). In fact, there exists today in the AMEDD, in

raw form, most of the data needed to implement an efficient QA monitoring

system. However, there is no efficient automated system that lets potential

users retrieve and analyze that data in a readily useable and economic manner.

If an efficient QA program is to be installed in an organization as large as the

AMEDD, it is necessary that it be accomplished with the use of a modern auto-

mated data system. As Austin and Carter (1981) point out, QA systems are data

dependent, and an effective clinical information system is the sine qua non in

the design of a QA program.

The automated data system mentioned above would link all the MTFs into a

network feeding information to a Central Data Processing Facility (CDPF).

This facility would analyze the individual patient data, maintain the data base,

and provide aggregate reports to the individual MTFs (much in the manner that
$-.
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the PAS does). It would also provide limited reports to the MEDCOMs ard r0o.

In addition to its regular reports, the CDPF would have the ability to generate

special reports by request for chiefs of service, MTF commanders, or MEDCOMs,

would automatically generate reports for specified managers in the AMEDD system,

and would furnish reports on their professional activities to each provider.

The fifth component of our model then, is that the automated system be pro-

grammed to provide reports at the provider, department, and MTF levels, and that

special reports be automatically produced for higher levels of management when

significant deviations from performance standards occur.

One of the objectives of any Q program is to keep patient care at, or

- above, a pre-se'ected standard. In order to achieve this goal the standard

selected should be measured against objective criteria. Military medicine

derives its roots and its standards from the practice of civilian medicine and,

in comparisons regarding the quality of military medicine, the standards used

are invariably those of the civilian community (e.g., JCAH). Therefore, in the

construction of a QA database for the AMEDD, the goal should be to use a coding

procedure that will allow a direct comparison between AMED data and data

derived from civilian medicine. At present the AMEDD uses an older coding

system (ICD-9) that is not completely compatible with the coding system used by

civilian hospitals (ICD-9-CM). The ICD-9-CM allows for a more detailed coding

of diagnoses and, therefore, is more informative than the system the AMEDD is

now using. The sixth requirement for our QA model, then, is that it uses an up-

to-date coding system that would allow direct comparison to be made with civi-

lian data bases. In order to accurately track data in this system, the data

base should contain a means of identifying health care providers.
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As mentioned earlier, the use of QA Coordinators to oversee civilian hospi-

tal QA programs has grown in recent years. However, the employment of QA

Coordinators in the AMED seems to have lagged somewhat in the MTFs, and to have

been neglected in the MEDCOMs. In order to support the earlier requirements of

our model, our final requirement is that there be adequately trained personnel,

t.' in proper organizational positions throughout the AMEDD hierarchy to carry out

the QA program. Table I summarizes the requirements of the QA Model.

-___.__-- TABLE I

REQUIREMENTS FOR QA MODEL

1. Provide usable data for a multi-level organization.

2. Data should be "user friendly."

3. System should provide a large pool of data.

4. Should utilize a fully automated data collection, storage and retrieval

system.

5. Capability of proviaing varied reports to different organizational levels.

6. Use up-to-date diagnosis classification coding system.

7. Properly trained personnel in proper organizational positions.

INFORMAL TESTING OF THE MODEL

As this study progressed we decided to test some of our impressions

regarding a workable QA model for the AMEDD. For this purpose we enlisted the
.-

aid of the Quality Assurance Committee at Health Services Command (HSC) and the

Patient Administration Systems and Biostatistics Activity (PASBA), both of which

are located at Fort Sam Houston, Texas.

Our goal was to see if a MACOM could easily adapt to using the products of

an automated QA data system without having to make any changes in its

17
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* . organizational structure. Fortunately, at the time we had proposed the 4dea of

looking begun to look at the problem of supervising the care provided in their

MTFs, and had formed a QA Committee. This committee included a data analyst

from PASBA. One of the initial tasks of the QA Committee was to look for ways

to accomplish their mission, and the idea of looking at PASBAs IPDS database was

suggested simultaneously by the PASBA analyst and by HCSCIA.

The idea underlying the committee's review of this data was as follows: 3y

monitoring selected data, they might be able to identify potential problem areas

in the health care delivery system before these problems became critical.

Therefore, PASB provided the committee with a number of sets of data, broken out

by MTF, which showed such things as diagnostic categories, procedures, and

complication rates. These data products were first studied by the PASBA analyst

to see if any trends could be discovered. The data was then studied by a physi-

cian, who reviewed the data from a clinical point of view. After this prelimi-

nary work was completed, the results of the data evaluation were reported to the

full committee.

The results of this exercise was twofold. First, it demonstrated that the

analysis of previously unanalyzed aggregate indices could be useful in eval-

uating the levels of functioning of the various MTFs grouped under a MACOM in

that they allowed the MACOM to act proactively rather than reactively. Second,

this exercise demonstrated that the computation of the indicators and their

proper analysis required a large number of expert man hours. These points will

*Q be further discussed in the Recommendations portion of this report.

FINDINGS

At this time there are a number of alternatives available to the AMEDD in

regard to its QA Program Evaluation efforts:

i9
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1. It can adopt either a fixed or a varied list of QA indicators in order

to help evaluate its programs.

Initially, it may appear that a fixed list would be the option of choice.

* However, the use of such a list is replete with problems for, to compile the

list, one would have to define the user(s). As mentioned earlier, there is more

than one level of user in the AMEDD hierarchy, and each level has a different

use for such a list. Second, in compiling the list, one would have to determine

how the list would be used. Since we would have a multi-use list we would then

be forced to deal with the problems of the length of the list. The shorter the

list, the fewer the number of potential users. The longer the list, the more

potential users, but the more irrelevant data would be included for any given

user. Finally, the idea of a fixed list derives from the notion that it is

*' necessary to pinpoint specific data items and mandate their repetitious collec-

tion in order to be assured of having that data available in a timely fashion.

• .This idea is outmoded in that it presumes, as was the case in the past, that

patient data statistics must be laboriously extracted manually from records,

specifically for the purpose of producing the required reports. Finally, for

-" the AMEDD to create such a fixed list for itself would only duplicate past

efforts in the civilian world, and would absorb AMEDD resources which could more

profitably be used elsewhere. The adoption of a system of variable lists of

indicators would avoid these problems, and would allow users at differing levels

* to compile information suited to their own particular need. They would not be

forced to deal with data that was designed for other uses.

If the AMEDD adopts the idea of variable lists for its QAP, it could imme-

diately begin to build upon data systems now in existence. For example, it
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could adopt the PAS or a similar civilian system, or begin to form its own QA

data base by building upon the work already done by PASBA, Womack Army Hospital,

and HCSCIA through the Ambulatory Care Database Study at Redstone Arsenal

(Misener, 1983). In order to fully implement the concept of the variable lists

of indicators, it will be necessary for the AMEDD to (1) fully automate both its

inpatient and outpatient data systems, and (2) establish a patient data pool for

QA purposes. We shall discuss both of these points.

2. The AMEDD can either stay with a partially automated patient data

system, or move to establish an automated records system immediately in order to

meet the needs of its quality assurance program.

IPDS, in its present form, cannot meet the needs of a QA data system.

TRIMIS may eventually meet these needs, but it will certainly not do so in the

near future. Thus, the AMEDD will be faced with an operational gap, in that it

will be asked to monitor the quality of care it is providing, but ,4ill have no

modern or efficient means of so doing. As a result it will have indicies of

the overall quality of care being provided to its patients such as individual

physician mortality rates, imposed on it from above.

If the AMEDD moves to automate its patient data systems, the immediate by-

product will be a pool of readily available patient data which can be used by

providers, as well as by managers, to monitor and improve the quality of health

care within the AMEDD system.

3. The AMEDD can utilize existing staff or create new positions to monitor

4 its QA Programs.

In the civilian community, the position of hospital QA Coordinator has

become commonplace. We have noted that in HSC the need for QA coordinators in

4
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MTFs has been recognized and the establishment of the positions is being sup-

ported. However, the need for special positions to monitor the QA Programs at

the medical command level has not been recognized by the NA1EDD system. Our

experience with the HSC QA Committee indicates that any efforts to monitor the

levels of care in the MTFs by data analysis requires great amounts of time on

the part of individuals with specialized knowledge and skills. If the MTFs are

to have specialists to monitor their QAPs, it is reasonable to expect that dedi-

cated personnel should be utilized to oversee these programs at the medical

command level.

4. The AMEDO can continue to use the ICD-9 coding schema or converting to

the ICD-9-CM schema currently being used in the civilian sector.

Essentially, the difference between the two coding systems is that the

* ICD-9-CM is capable of recording more detail about any given diagnosis. Use of

the ICD-9 automatically limits the amount of clinical data that can be collected

about the patients in the AMEDD health care system. The two schemas are suf-

* ficiently different that it is difficult to make direct comparisons between data

from military and civilian sources. The need to compare the performance of

military and civilian medical systems was raised, at least implicitly, when the

services were questioned by Congress about the level of care provided in mili-

tary hospitals. Since valid comparisons require the use of similar coding

* methodologies, adoption of the ICD-9-CM schema would help to overcome this

aspect of the compatibility problem.

5. The AMEOD can establish its own standards of practice by using its own

past lievels performance as its baseline, or it can use those provided by civi-

* lian medical facilities as its norms and standards of practice.
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Since the AMEDD adheres to JCAH standards for its hospitals, it is safe to

assume that civilian medical standards will continue to guide the practice of

Army medicine. However, civilian standards and norms are not necessarily used

in all areas of Army medicine, because within the AMEDD system, there is a lack

of normative data about the civilian sector. For example, the Committee on

Professional and Hospital Activities compiles from its subscribing hospitals a

yearly summary of patient data that would be very useful to the AMEDD in com-

paring the performance of its MTFs with civilian facilities. However, at the

time this report was prepared HSC did not possess this type of data. Lack of

this type of information makes it difficult to arrive at valid judgments about

the quality of care in AMEDD facilities. If the AMEDD is to subscribe to civi-
lian medical standards, as JCAH accreditation implies, then it follows that an

effort should be made to collect specific performance data both for its own

institutions, and also for similar civilian institutions.

6. In attempting to predict and prepare for future demands of quality

assurance programs in its hospital system, the AMEDD can choose a reactive or a

proactive course.

As mentioned above, JCAH is doing the first work on QA indicators for multi-

hospital systems. If this work is at all successful, it will certainly impact

on the AMEDD system in the form of JCAH standards. At this point in time, the

AMEDD can choose to wait until an outside agency defines the important factors

in multi-hospital QA management and, thereby dictates how that management will

occur. On the other hand, the AMEDD can begin to carry out a systematic,

ongoing, research plan that will define the important aspects of multi-hospital

QAPs and, as a result, take an active part in the development of the emerging
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national multi-hospital QA standards. In view of the certainty of ongoing

demands for QA accountability, and in view of the obvious need for a fresh

approach to the management of QAPs within the AMEDD system, it would seem that

the AMEDD could certainly profit from establishing an ongoing research program

in this area. Such a project could be carried out independently, or in concert

with JCAH's research efforts.

Based on the preceding discussion, the authors see no need for the AMEDD to

construct a unique set of quality of care indicators. Since many established

data bases already exist it would be more sensible to use one of them, if such a

list is desired. Further instead of relying on one fixed list, the AMEDD should

employ modern information technology to construct varying lists of indicators,

each tailored to the specific needs of the individual users at the SGO, medical

command, MTF, and provider levels. In this same vein, the AMEDD's patient data

coding schema needs modification so that it will be as detailed as that of the

civilian medical community, and the AMEDD needs a source of continuing informa-

tion on standards of care in the civilian community.

Changes are necessary in the control over the QA functions in the MTFs.

Specifically, rather than operating solely in a reactive mode, the MEDCOM must

exert a proactive influence on the care given in its MTFs by conducting analyses

of operational data from the MTFs in order to identify problem areas before they

become critical problems. Proper implementation of such a system will necessi-

tate the recognition that an adequate level of expertise and dedicated manpower

are necessary at the medical command staff level.

Finally, the AMEDD is in need on an ongoing research plan to systematically

look at the Quality Assurance Programs in its hospitals, and to make recommen-

dations based on empirical data regarding future courses of action.
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RECOMMENDATIONS

In view of the preceding discussion, it is recommended that.

1. The AMEDD not create a fixed list of quality of care indicators.

2. The AMEDD utilize variable lists of quality of care indicators tailored

to the needs of specific users.

3. The AMED automate its clinical data system, to include both inpatient

and outpatient records.

4. The AMED create a database of patient information which can be used

both for quality assurance programs, and as a source of research data on quality

assurance programs.

5. The AMEDD provide personnel slots at its medical commands to monitor

-. quality assurance programs, in the Medical Treatment Facilities.

6. The AMEDD convert its diagnostic coding schema from ICD-9 to ICD-9-CM.

7. The AMEDD regularly obtain normative data on quality assurance indicators

used by civilian hospitals, in order to provide a yardstick against which to.;4

measure its own programs.

8. The AMEDD begin an ongoing research program in the area of quality

assurance in multi-hospital systems.
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Reproduced from Proceedings at the Seventh Annual Symposium
On Computer Applications in Medical Care, Dayhoff, R.E.,

(Ed), Computer Society Press, 1983, pp 533-536

AMBULATORY CARE DATABASE

by Terry R. Misener, R.N., Ph.D.

Health Care Studies Division, USAHCS&CIA
Fort Sam Houston, Texas 78234

Abstract available data processing staff. It was deter-
mined that the data gathering tool needed to be

A six month project was undertaken to provider centered. Any table look-ups required
collect outpatient encounter data (demographic. by the providers were to be kept at a minimum.
workload, and diagnoses) at a community nedical Additionally, providers had to feel that the
treatment facility. To capture data, the project was symbiotic, i.e.. that they would gain
13,000 patients seen each month, the clerical something in return for their efforts. Co-puter
staff and primary care providers all completed terminals were not available in the clinics.
portions of a "mark sense" form. Study re- Labor intensive keypunching was not acceptable as
sults, lessons learned, and a conceptual plan a data entry method. The outpatient encounter
for a future outpatient information system are form could not exceed one page (811" x II').
reviewed.

Study MethodologyIntroduction Two low cost methods for data capture were

Providing outpatient health care for over examined: 1) optical character reading (OCR) and
twenty-two million beneficiaries per year. the 2) optical mark sense reading (OMR). OCR error
US Army is one of the largest HMOs in the rates are high as those entering data do not write
world. Although it has long been recognized numerals in a standard fashion. The OMP hardware
that the Army's Inpatient Data System (IPDS) selected was the NCS Sentry 7001 table-top optical
provides a wealth of inforr-ation to carry out mark sense reader, chosen because of its cenpati-
health service research and to assist in -'an- bility with existing equipment within the cor'rand.
agement decisions, outpatient data have been The site selected for the test was Redstone
less abundant. Army Arsenal, Alabama. This installation provided

To document workload, limited outpatient a MEDOAC of comparable size to another site which
reports are generated by the Army on a recur- had been proposed for an OCR study. Redstone
ring basis. However, the reliability of the MEDDAC sees about 13,000 outpatients per "onth in
data and their usefullness has been questioned. the combined troop medical clinic. occupational
While the outpatient's individual health record health facility and the outpatient medical
contains the normal information expected in any clinics. A significant factor in ,ite selection
outpatient record, it has not been possible to was the expressed desire on the part of the staff
obtain aggregate data for audits, to document to participate in the study.
individual health care providers' practice pro- The one page outpatient encounter fort was
files, or to carry out epidemiological research. developed by the investigator after consultation

Recognizing the need for an ambulatory care with other researchers, public health profession-
database (ACOB), the Surgeon General of the Army als, and primary providers at Redstone. The major
asked ti- US Army Health Care Studies and data elements of the encounter form included:
Clinical Investigation Activity, to examine the d hi data (including occupational)(Fig. 1),
feasibility of implementing such a project. Themm mmmu
study proposed to answer two questions: 1) -AV ON
Will the health care providers complete en- OWN
counter data in addition to entries that they
are required to make in the outpatient medical
record, and 2) What types of reports are possi-
ble from these data? L- P " 0 O live

Limitations of the Study :Tr,' a u (V (D 0 4D D Oroo
i* Ifo 4W (( 01 t,,The resource constraints included both time % q Or I .V W Ii Ot,,

'41 ' Mr :A X T ID WW~ Oausand personnel. The study was to be completed by -1 , , - V w et h e e n d o f F Y 8 3 . N o f u l l -t i m e e m p l o y e e s c o u l d ., 1 'i .I y 0 VO
be added for the study, Personnel were required A W C T QK'D 0trg
to come from the Health Care Studies Division, I 'L I M TQ
the medical activity (MEDDAC) studied, and from Figure 1

U.S G h.ocrnment work. Not protected by 47

U S %..p~right. 47Best Mvalable CoPY



,c'cedures performed. status for eligibility for first seen by a :nysicians' assistant, a nurse
aire. *eferrals, and disposition (to include practitioner, or a general medical officer .ind
.-ietmer the diagnosis was job related). jnd tlen were to be sJoseuently seen by another pro-
.4i.;nostic data. The overall needs of the Army vider (e.g.. a soecialty physician), both indi-
•andateo that diagnostic information be a priority viduals would be credited with having seen the
element in the database. Several outpatient diag- patient.
nostic codes were reviewed and the International Finally, it should be noted that several of
,Cassificationl of Healt Probl enms in Pri"'ary Care the elements on the sample encounter form re-
,. -PPC-2) was selectedl. The codes were simple flected the unique requests of the studied medical
ta use; had previously been used for a family treatent tfacility. An example is the field in-
-,-3ctice database; and they were truncations of dicating whether an exam was chaperoned.
:e :CD-9. The encounter form allowed the pro-

.er to select one of 371 diagnostic codes as the A one-day pilot test of the instru-'ent was
Irinary reason for seeing a patient on a particu- carried out at an independent Army treatment
lar visit. One primary diagnosis was required "acility. Twenty nurse practitioners used the
and the provider was allowed to select up to five proposed encounter for- to note any difficulty
secondary diagnoses germane to a particular visit, in tracking or use of the form. Subsequently,
"iagnoses" could be a sign, symptom, questionable minor form and instruction sheet changes were

laboratory findings, or a series of wellness made.
or ented reasons for care. (Fig. 2.) Prior to implementation of the study, three

ICHwC-z sets of instructions were prepared, one set for
IAGsaUS each of the following: providers, patients, and

clerical staff. Patients were asked to complete
So ...... . . ,,, most of the demographic data which was then

.4 -.,o %,,., ,,,,,checked for completeness and accuracy by the
,clinic staff. The clinic staff entered the

clinic identifier, far-ly member prefix ,to
: 0. -1.......... .,- identify the household position of the patient),
00'as ,"I.,ou,.,,.,4owws appointment status, ti'e in and time out. The
000 o,,,, &,,, ,,,,,s remainder of the form was completed by -,roviders

0 0 .,,., it, e. %of and was monitored for completeness by the clerical
00 .2 , , staff. The patient portion of the form could be

S0 4, van c-,-W.W's-., completed in about two minutes. The provider data
- 1 , .,was entered in about 30 seconds, especially after

', .... ""' " -oven the providers became familiar with frequently used

, , ,0,,, S ,, diagnoses. Clerical staff needed about 30 seconds
o,' . *.. .,,, to check and complete each form. Staff training

00,: 4o,. , .I began two weeks before the collection of hard

Olen 0',N,41C"C,,,3.1U.sNo data. This gave personnel the opportunity to use
forms in a practice setting.

... ,,.,~ On November 1, 1982 the six months of data
C) lie eW,, -. ,,, collection began, It was expected that about
OC ,-:llgo,',,e.,m-wt 60,000 forms would be completed. By the end of
C) toIWow,,m March, over 55,000 forms were entered into the

CO) w, o,11"-,W...,.,. 1,,, database. After the encounter forms were
'Doo ,0"0 ,,:1 g.,,,.1 , completed and checked for obvious errors, they

00102 ASS , ,OCAW,,sW , G .f.. ,,l were taken to a central point in the administra-
DQ)P,, ,.,.,Uriv.o -. , tive department of the MEDDAC where one of three
,,,,,,I,am" persons had been trained to process the records.
0 INw.,,AWOM6...mW,,,,INC Up to 500 forms per hour can be read by the
0'"I-A-,oes,,vo...to loc.,,, particular table top reader being used for the

0 01" " fir tago Iuumtest. The first time records were read they were

.0 C:) III -ro yonswooo . 4" f ,,. 1.05 scanned only; that is, errors were identified by
0 C)va, w., S.-Ro. .0.on.., a program in the edit routine. Forms containing

errors were returned to the clinic staff for
Figure 2 correction and re-editing. Error-free forms were

Along with the demographics, the diagnostic infor- read by the scanner and output onto seven inch
aton Pride the er the epdmiolica nmagnetic tape. Data could be transferred on-line
mation provides the heart of the epidemiological to a host computer or off-loaded onto a micro-
data. These data also provide the MEODAC the computer; however, the tape method was chosen tO

ability to carry out peer review and retro- be compatible with the goal of decentralization

spective chart audits in a valid and objective 
and minimal cost.

manner. The basis for epidemiological studies by

the occupational health physician are a function The tapes were then transferred to the
of occupational series, codes, and the employee's installation computer facility where they were
building location. Also, the form allowed for mailed or sent via telecommunications to Fort Sam
documentation when more than one provider saw a Houston, Texas. Ideally, the data would be
patient. For example, if a patient were to be handled locally in a completely decentralized

Best Av alable c
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fashion, howevvr, he :I\ 'oflt S..dy'. It was
not reasonable to ,-:,uest tne post 0,. lvire.iic. ^iscussfon
its workload. :nstead, it was decile.4 ridt Jt
analysis and rewort zenerati.'n would Iske place Several lessons have t'een learred. fr",, the
in the principal i-'esticator's office. test. From *,he outset the procedures list was

Daterecive t he ~rtSam .,Ltonrecognized as far frorm co'Tolete; "o.eer, .It con-
OatLrecive ~:the ~rtSam L.S~fltained those orocedures the rmedicdl staff at the

computer fac~ili-ty :-risec a 696 co- record. study site stated they wanted to ca:ture. -aving
A compression Docoa w3s 4ritten t. t.jrn out a a prepared menu of procedures did no! rf.-u're the
more parsimniows 2.', cha'iscter re-.cr which was provider to look up entries froir i.71ce,*a.1
then merged With 'SPSS k~Stistical Packaige for However. exrerience has shown that j.ut 15 of
the Social Sciences', for eerort gerer~ti~n and the orocedu'ee are reported in the ' *hee" cite-
oata manipulati:n. PSS is nc't the 14eal rtehod gory which is not acceptable. In an. fiture for-~
for data analysis, i'~er t was inl availaole design it wo ,d be advisable to ir-.Lj4e -~ list of
package minimizirg -e reed 'or pr-cFr-3 .a Co'rcr :encecires. and to also prnvi:e sp~aces
Ideally, a local c- .:,Id be wr'.ten %:0_ where less cc-'on procedures coulc :,ernt&-ed
patible with tne i:,.'duai nstallaticr h.ost fror! tatles, therefore, providingj t, est )f Lich
computer so that -,::_rts l'ed data '.a'.anA;..ation methods.
could be carried out on site.

No :me -3;e forr- can meet th.p needs - every
Results clinic. It is suggested that seve'~ for'-s be

developed 'or differing soeciaties 4.n. .
One of the -a-:, concerns at the ,,tset of Pediatric5. :tstetrics, occunational edicine.

the study was tha:- :ne P.'c.~ders woulc -ot coin- walk-in clii":. etc.).
plete the forr-s as 'e.uestec. At the e~d of the
study, with ove" 5.;_-.70 rec:rds in :he atatase. Fo- the system" tc work, th." neei 'or :; ::ron"d
the encounter form.s ire bein; complete.4 as a emphasis is .:vious. Less obvious 4s the need
result of cornmard e,:na.sic and prWov derived for o r-c rations and -arketin; v: .,'r:%dders.
benefits. The sec' St.dy -'uestior -.%s: what It car.r.:t te :"erst~ted that for the C.t~to ~e
reports can be ;ene'e~ted fr~r the data- Exa:-ina- functiorirnc at its ootimal level. it '.ast te
tion of the data co'lectior forms demorstrate the symbiotic. F-Cviders -lst 5elie~? '"it i,,'hi
potential reports 3r. tatles that can be something to "Ifer to the'..
generated. Bcth ag;.-egate 3ad indiv-*d.3 cro- In th~e -. !ure, it wnuld be oer4- :lte .,1t a
vider reports have .-en de-.&oped. Since prc- syster, s'.:h s this be inteeposed ' "a Ce rtral
videe participeti:r .*as of .:ost i-:ocrtance and appoin:-ent s..stei. Ahen 3 patiert -1es in
because they had tet ora-4sed that the) would appoint-emt. tle syste:. would do three thlrs:
receive monthly ;'ofiles .. ":"eir practice. this 1) create a --3rt puli-list. 2) cr,?ate a peablem
was the first p;'cori:f. list whi ch w.*d irc~.de the patient S list' of

Reports were ;ereared "n a rorthl- basis current ;rob'ris alonc with the first date they
for each provide- irc-'udir.g :flysiciae', social were seer for the prokiler; how i-any t -es they
workers, nurses. and -edics .orking in tle had been. seen for the -roble,,-. and wheri tl~e were
screening clin'.s. -ne re:'-'ts incl.~xe: a list seen list for the protle-r, ?' an encce."ter f.'r"P
of all primary :ia3r~ses a-:: the f,-e:.e.ey of could be "pres'ugged" with data fror the'
each diagnoses. :rocedures reported. ce"ographic registered oatient's datahase prec',uding't~e re-
data to include age categor: by diagnoses. gathering of k'nown infor-iation. However. a
beneficiary status 1, patents. the nu"-.er and completelY -'a~jal syste- Such as that %ihchhas
types of exams done. average tire per ;atient been rep.-ted liere is r-.eded for back--jp.%hen the
seen. and a list of secondary, diagnoses, system is 'domn' and f, the walk-in patiert as

well as patie-ts who a-.' seen outside the -alnUsing a diacnostic cluster techniq ;e which treatment facility in a rem'te site clinll %'r
is a further tr~rcation of :'me ICHPPC-Z codes. mbl elhdlvr nt
it is possible to racidly assess the diagnoses/ mbl elhdlvr nt
problems which consur-e the rajority of-outpatient Conceptually, it would also be possibie for
services (Schneeweist et al.. 1983). For the system to .1e connected to a word -rocessmng
example. 20 diagnostic clusters acco~.nt for prograt" where:o the provider's routine - edical
75. 2 .of allI outc'at ient enco..nters at :edstome record entry co%,Ad be generated from the
during January, 1983. encounter for-. Add'tional narrative could

be dictated ard !"erged with the encounter :ata
Additionally, ronthly aggregate reportsusnth incdonehecutrfrm

useful to managerent are pre~ared and include:usnthltnodonChecutrfr.
the number of patients seen in each clinic, surmary
the number of forms completed by each provider.
the average time a patient spends in each clinic, The overa*,l objectives of the study have been
the information for the mledical summary report, met. It has teen derionstrated that the providers
and the number of exarns chaperoned per clinic, will corplete tneir vortion of the encounter for-.
Individual requests fo.r unique reports have also The data are ai..itable and provide the basis for
been handled. For ex~ample, tne occupational peer review. 5econdly, the number of reports that
health physician was interested in the nr'ter of cah be develne:d from the data are limited nly
job related physical exar~inations perf~l-ed. by the user's 'aI alo. Ihsbenec"

mended tha: th'5 inevpeisives and reliable cata
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ror.ae is . the Ai-y. In flet, .ttrS
of tne Air Force-a-id Navy nive .tlio seen t.ie
benefits of SwO, a systemr for ise on a tri.
serv~ce level.
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PREFACE

The overall goal of the proposed system is to insure accomplishment of the

objectives of Quality Assuranc, in the most cost-effective and efficient manner.

The current program involves the review of clinical records of discharged

patients by medical record analysts using one set of predetermined criteria

(Surgical Case Review), personal knowledge and judgement. Selected inpatient

clinical records are combined with randomly retrieved and/or selected outpatient

treatment/health records for Quality Assurance review by all care providers

(physicians, nurses, therapists, etc). All death cases, complications, and hos-

pital infections are routinely forwarded for committee review (inpatient and

outpatient records reviewed each month total 650-700). There is presently no

capability to consistently identify patterns of care by either area of care,

practitioner or problem.

Womack Army Community Hospital objectives include limiting the total number of

clinical records to be reviewed by providers to those that reveal some item of

previously designated interest. Achievement of this objective would greatly

reduce the health care provider's time spent in potentially nonproductive record

review. More practical and efficient use of provider time in problem identifi-

cation, assessment and resolution would enhance patient care and should improve

the actual assessment of care extended by individual providers. Another objective

of the proposed system is to create a historical data base from which trends,

patterns of care, admitting and discharging habits and other data can be retrieved.

This program will support all established hospital committees, as well as pro-

posed indices. The program will also be useful for research purposes. A com-

plete sting is attached.

The data resulting from the Clinical Record Quality Assurance Program is a

tool. It does not in and of itself solve problems; it provides clues to

problems and/or solutions. Patient care is exceedingly complex and such data

can be misleading if not thoroughly analyzed by appropriate staff personnel.

i
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COMMITTEES AND INDICES SUPPORTED BY CLINICAL RECORD QUALITY ASSURANCE PROGRAM

1. Physician's Index

2. Capture and monitoring of patient care elements

3. Consultations accomplished by Service/Department and/or Clinician

COMMITTEES ASSISTED:

1. Drug utilization/antibiotic review

2. Surgical case review

3. Transfusion/blood utilization review

4. Each Service/Clinic/Department Medical Care Evaluation Committee

(WACH = 28 in number not including outpatient areas)

5. Risk Management

6. Safety Committee

7. Hospital Mortality/Morbidity Committee(s)

8. Credentials

9. Medical Intensive Care/Surgical Intensive Care Unit Committees

*i .10. Utilization Review Program

11. Infection Control Committee

12. Respiratory Care

13. Department of Pathology

14. Radiology Service

15. Medical Record Committee

16. Patient Administration Division Quality Assurance (Medical Record,

analysts)

17. Hospital Medical Care Evaluation Committee (Accepts and reviews

minutes from other committees; recommends action to Executive Committee)

18. Executive Committee
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CLINICAL RECORD QUALITY ASSURANCE PROGRAM

AVAILABLE REPORTS

NOTE: Individual reports available monthly, quarterly,
semiannually or annual on request.

Patients are identified by register number'. Most
reports will be furnished to involved Services and
Departments

DISTRIBUTION: NEED TO KNOW

@1
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AVAILABLE REPORTS

REPORT DISTRIBUTION

MONTHLY

1. Listing of death cases I. C, CS 2. Chiefs
of involved Svc/Depts
3. PAD

2. Listing of hospital acquired 1. C, CS 2. Chiefs,
infections involved Svc/Depts

3. PAD

3. Listing of hospital related 1. C, CS 2. Chiefs,
complications involved Svc/Depts

3. PAD

4. Listing of documented evidence of I. C, CS 2. Chiefs,
patient dissatisfaction involved Svc/Depts

3. PAD

5. Listing of patients leaving AMA 1. C, CS 2. Chiefs,% involved Svc/Depts

3. PAD

6. Surgical Case Review 1. Chairman, Tissue

Committee 2. PAD

7, Report of Informed Consent 1. C, CS 2. Chiefs,
involved Svc/Depts
3. Chairman, Risk
Management Committee
4. PAD

8. Blood Utilization Review 1. Chairman, Transfusion
Commuittee 2. PAD

g. Listing of patients readmitted 1. Chiefs, involved Svc/
for same/related diagnosis Dept 2. PAD

10. Listing of patients with documented 1. C, CS 2. Chiefs,
alcohol/drug/psychosis/combination involved Svc/Dept
use on admission 3. Chief, Operation

6 Subcategories Awareness 4. C, P&N
(if not included in #2)

Number of cases each Svc/Dept 5. PAD
Number of cases each nursing unit
Number of cases - alcohol
Number of cases - drug
Number of cases - psychosis
Number af cases - combination

ComparisOn.- with discharge status

Breakdown comparison with Operation Awareness consultations (#25)
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AVAILABLE REPORTS

REPORT DISTRIBUTION

11. Listing of patients managed with 1. C, P&N 2. PAD
seclusion and/or restraints

Compare this report with previous report

12. Listing of consultations 1. C, CS 2. Chiefs,

involved Svc/Dept
By Svc/Clinic 3. PAD
By physician

13. Listing of patients (register numbers) admitted 1. C, EMS 2. PAD
through Emergency Room 3. C,CS

14. Listing of patients (register numbers) when 1. C, CS 2. C, EMS 3. PAD
Emergency Room diagnosis and final diagnosis
do not agree

NOTE: In progress:retrieval of time
of day of arrival in ER compared
to time of admission

15. Listing of register numbers lacking comprehensive 1. C, CS 2. Chiefs,
progress note involved Svc/Dept

3. PAD
SVC/DEPT

MD

16. Listing of patients (register numbers) of newborn* 1. C, Peds 2. PAD
infants with Apgar scores less than

17. Listing of patients (register numbers) of newborn 1. C, Peds 2. PAD

infants requiring use of oxygen*

* Newly born this facility this admission

QUARTERLY

6Any of the above are available quarterly as well as monthly

18. Listing of register numbers of hospital profile for
high risk. diagnoses
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AVAILABLE REPORTS

QUARTERLY

REPORT DISTRIBUTION

19. Listing of patients admitted to 1. C, CS 2. Chiefs,
Special Care units involved Svc/Dept

3. PAD

Breakdown by unit to which admitted:

- Admitting diagnosis
Final (discharge) diagnosis
Number of days in unit
Number of days hospitalized

Note: The above captured and reported by register
number

Subcategory by request

Cases by Svc/Dept
Cases by MD
Types of Management Services
Laboratory/radiology studies
Medications
Surgical procedures performed

20. Listing of unexpected transfers from general 1. C, CS 2. Chiefs,
care bed to specific special care unit involved Svc/Dept

3. PAD

SPECIAL - UPON REQUEST REPORTS

21. Antibiotic Listing 1. C, CS 2. Chiefs,

a. specific antibiotic involved Svc/Dept. . 3. C, Pharmacy
b. multiple antibiotic use on C, Pharacy

sameadmision4. Requester 5. PADsame admission

by: Service/Department
Physician
Diagnosis
Cultures obtained or not obtained
Operative procedure

22. Review of utilization of specific medications/ 1. 2, CS 2. Requester
laboratory procedure/radiology/nuclear medicine 3. PAD
procedur.

23. Comparison of length of stay (LOS) by diagnosis/
procedure Svc/Dept/Md by diagnosis
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AVAILABLE REPORTS

SPECIAL - UPON REQUEST REPORTS

REPORTS DISTRIBUTION

* 24. Comparison of consultations obtained 1. C, CS 2. Requester
. to final diagnosis 3. PAD

final diagnosis to number of
ancillary svc consultations

25. Comparison of pre-operative days by: 1. C, CS 2. Requester
Service 3. PAD
Diagnosis/operative procedure
Physician

26. Review of medications that require 1. C, CS 2. Requester
- laboratory follow up 3. PAD 4. C, Pharmacy

27. Review of medications which require 1. C, CS 2. Requester
dosage based on age/weight 3. PAD 4. C, Pharmacy

28. Anesthesia Review 1. C, CS 2. Chiefs,
-by tinvolved Svc/Dept 3.
by type of anesthesia PAD

operative procedure
complication

NOTE: Any item of interest captured by Quality Assurance
Abstract may be compared and displayed

. Any Svc/Dept may review and evaluate laboratory/
radiology studies performed by diagnosis

Example: A specific diagnosis is selected and
a profile is displayed showing specific
studies obtained

A review of admitting blood pressure;
highest blood pressure reading; compare
if medication given; what is diagnosis?

4M
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INPAIENT TREATMENT RECORD CHECKLIST

REGISTER NUMBER:

PATIENT'S NAME: SSAN: DISCHARGED:

TO DR. DATE:

NARRATIVE SUMMARY REQUIRES DICTATION. DATE DICTATED:

INPATIENT TREATMENT RECORD COVER SHEET REQUIRES SIGNATURE.

NARRATIVE SUMMARY (SF 502) REQUIRES SIGNATURE ON EACH PAGE.

ABBREVIATED MEDICAL RECORD (SF 539) REQUIRES SIGNATURE COMPLETION

HISTORY & PHYSICAL (SF 505, 506) REQUIRES SIGNATURE COMPLETION

DOCTOR'S PROGRESS NOTES (SF 509) REQUIRES 1. SIGNATURE

2. DOCUMENTATION OF REASON SHORT STAY BECAME LONG STAY (4 DAYS OR MORE)

NURSING ADMISSION NOTE (SF 510) INCOMPLETE MISSING

DISCHARGE NURSING NOTE (SF 510) INCOMPLETE MISSING

PATIENT DISCHARGE PLAN (DA 4700) INCOMPLETE MISSING

_-."_CONSULTATION SHEET (SF 513) REQUIRES SIGNATURE COMPLETION

_"____RESPIRATORY THERAPY EVALUATION REQUIRES SIGNATURE COMPLETION

___REPORT OF OPERATION (SF 516) REQUIRES SIGNATURE

_-.__ELECTROCARDIOGRAM (SF 520) REQUIRES INTERPRETATION SIGNATURE

-_ PRENATAL & PREGNANCY (SF 533), LABOR (SF 534) NEWBORN (SF 535)

REQUIRES SIGNATURE COMPLETION

"'__DOCTOR'S ORDER (DA 4256) REQUIRES SIGNATURE COUNTERSIGNATURE

____NURSING ASSESSMENT AND CARE PLAN (DA 3888 & 3888-1) INCOMPLETE MISSING

Ri OTHER (specify)

*l ATTENTION: MEDICAL RECORD TECHNICIAN - SEE REVERSE SIDE FOR

ANCILLARY UATA LISTING
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MECICAL RECORD DOCUMENTS -THIS ADMISSION

DATE LABORATORY DATA DATE RADIOLOGY DATE OPERATION REPQRTS

CONSULTS PATHOLOGY REPORTS

EKG OTHER (specify)

COMMENTS:__________________________________



CLINICAL RECORD QUALITY ASSURANCE PROGRAM

TABLE OF CONTENTS

ITEM ITEM NUMBER

REGISTER NUMBER 1

SEX 2

AGE 3

RACE 4

FAMILY MEMBER PREFIX AND SOCIAL SECURITY
ACCOUNT NUMBER 5

DATE OF DISPOSITION 6

DATE ADMITTED 7

TOTAL DAYS THIS FACILITY 8

TOTAL BED DAYS THIS FACILITY 9

CLINICAL SERVICE 10

PHYSICIAN CODE 11

RESIDENT CODE 12

MEDICAL RECORD ANALYST 13

DIAGNOSIS CODES 14

CAUSE OF INJURY CODE 15

OPERATION CODE 16

PREOPERATIVE DAYS 17

ANESTHESIA 18

ADMISSION VIA 19

READMISSION FOR SAME/RELATED DIAGNOSIS WITH _MONTHS 20

9 SPECIAL CARE UNIT 2

DAYS IN SPE>.AL CARE UNIT 22
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CLINICAL RECORD QUALITY ASSURANCE'PROGRAM

TABLE OF CONTENTS

ITEM ITEM NUMBER

UNEXPECTED TRANSFER FROM GENERAL CARE BED TO 23

CONSULTATIONS 24

ANCILLARY SERVICE CONSULTATIONS 25

EVIDENCE OF ALCOHOL/DRUG USE OR PSYCHOSIS ON ADMISSION 26

DOCUMENTED EVIDENCE OF PATIENT DISSATISFACTION 27

ADMISSION AND PRINCIPAL DISCHARGE DIAGNOSIS AGREE 28

EMERGENCY ROOM DIAGNOSIS AND DISCHARGE DIAGNOSIS AGREE 29

COMOREHENSIVE PROGRESS NOTE(S) DOCUMENTED BY ATTENDING MD 30

EVALUATION AND APPROVAL BY ATTENDING PHYSICIAN 31

HOSPITAL ACQUIRED INFECTION 32

HOSPITAL INCURRED INCIDENT 33

BLOOD TRANSFUSIONS 34

AMOUNT OF BLOOD TRANSFUSED 35

PRE-TRANSFUSION HEMOGLOBIN 36

POST TRANSFUSION HEMOGLOBIN 37

PRE-TRANSFUSION HEMATOCRIT 38

POST TRANSFUSION HEMATOCRIT 39

ESTIMATED BLOOD LOSS DURING SURGERY/EPISODE OF BLEEDING 40

HOSPITAL RELATED COMPLICATION 41

PRE AND POSTOPERATIVE DIAGNOSES AGREE 42

FINAL AND PATHOLOGIC DIAGNOSES AGREE 43

DOCUMENTED INDICATIONS FOR SURGERY AGREE WITH
0 ESTABLISHED CRITERIA 44

CONSENT IS 14FORMED, PROPERLY SIGNED AND

APPROPRIATE TERMS ARE USED 45
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CLINICAL RECORD QUALITY ASSURANCE PROGRAM

TABLE OF CONTENTS

ITEM ITEM NUMBER

DISCHARGE STATUS 46

ADMISSION BLOOD PRESSURE 47

HIGHEST BLOOD PRESSURE 48

ADMISSION TEMPERATURE 49

PEAK TEMPERATURE 50

WEIGHT RECORDED 51

APGAR 52

DISPOSITION 53

EXAMINATIONS/FUNCTIONS 54

RADIOLOGY 55

LABORATORY - CHEMISTRY STUDIES 56

ADMISSION HEMOGLOBIN 57

ADMISSION HEMATOCRIT 58

WHITE BLOOD CELL COUNT ON ADMISSION 59

OTHER HEMATOLOGY STUDIES' 60

URINE STUDIES 61

6 NUCLEAR MEDICINE STUDIES 62

OTHER LABORATORY STUDIES 63

OTHER MANAGEMENT 64

. MEDICATIONS 65

INPUT CLERK 66
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WOMACK ARM4Y COMM(UNITY HOSPITAL
FORT BRAGG, NORTH CAROLINA

CUSTOMER AUTHENTICATION SCREEN

Please Enter Your:

Personal Identifie-------I

Individual Password -------(
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T f comad a v b

-(A)DD - Add nw record to file

Mm(DELETE - Delete record from file
(C)HANGE - Change an existing record

_,,:(L)IST - List an existing record

-(H)ELP -eiost available co:ands

(B)YE - Stop processing fle

a.4

R-.. egister Number is required for all commands except Help and Bye.Enter couGand and Cegister umber e

Command Reister Numberit r

N'.-
! .... .,.,B)Y ,.-..,.Stop .proce .,...,ssing+..-.:-.-...-...-:,..:-. .file- -. .-. .,...l-2::



QUALITY ASSURANCE ABSTRACT UPDATE SCREEN
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PHYSICIAN ACTIVITY PROFILE

Information furnished by Clinical Record Quality Assurance Program

in support of credentialling.

1. Total admissions/dispositions

2. Total operative procedures performed

3. Total consultations answered

4. Total consultations requested

5. Total complications

6. Total nosocomial infections

7. Total cases treated with transfusion

Number of units transfused/type of transfusion

8. Total death cases

9. Total patient days

10. Average length of stay
*1

Items are available in register number listing.

NOTE: A separate computer program has been recommended to capture

number and type of continuing medical education hours approved and

obtained by C, CS. This separate program may also capture required

meeting attendance and number of delinquent medical records.

I
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PHYSICIAN ACTIVITY PROFILE

PHYSICIAN:________________________ SSAN:

1982 1983 19841

CLINICAL

TOTAL

PROCEDURES PERFORMED _____ ____ __________

TOTAL

CONSULTATIONS ANSWERED________ __________

TOTAL PATIENTS

WITH COMPLICATIONS _____ _____ __________

TOTAL PATIENTS WITH HOSP

INCURRED INFECTIONS _____ __________

TOTAL PATIENTS

TRANSFUSED ___________ ____ _____ _____

TOTAL DEATHS

TOTAL ADMISSIONS

TOTAL PATIENT DAYS

AVERAGE LENGTH OF STAY _____

TOTAL /MONTHLY AVERAGE
SPECIAL: DELINQUENT M.RECORDS__ ____ _____ _____

CATEGORY 1 CME HOURS

REQUIRED MEETING

ATTENDANCE RECORD___________ _____ ___ ___ _____
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ANNEX D

Extract of Quality Assurance Monitor, The
Professional Activity Study
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Background Comncits on Monitoring

Is Whatever the motivations for implcmcnting quality assurance techniques
for improved patient care, the*;e motlivatios apply to all of the patienit
on a continuing basis; i.e., "all of the time"....exccpction: if meeting
Medicare-Medicald UR or PSRO regulations is only motivation.

2, Only a Small fraction of the patients can be evaluated by MCE studies a.
the traditional diagnosis and operation grouping is employed.

3. Monitoring (screening) techniques provide the only currently available
approach to review of all patients.

4. Definition of a monitor: A monitor is a tool for assessing the quality
of care of all patients on a continuing, repetitive basis.

5. Purpose of a ronitor:
a. Review of care of all patients
b. Rational approach to selection of topics for in-depth studies,
c. Automatic follow-up on quarterly or semiannual basis

6. The specif ic1tions for a monitor:
a. Groupings which cover all patients
b.. Appropriate criteria (monitor parameters) for each group
c. Hospital's ow-n performanrce for each parameter
d. Basis for comparison

1) To standards
a). suggested by specialty societies
b) 1 established by the individual hospital

2) To performance of other hospitals
a) norms (median performance).
b) "Thresholds for investigation" -- top 10% of hospitals

3) To a hospital's own past performance

.7. QAM has the following levels of grouping

Primary
Hospital-wide
Clinic'al Service
Operated Patient

Secondary
All patients
Patients with abnorm al findings (five)
Patients with selected therapies (five)
Frequent diagnoses and operations (96)

8. Criteria for diagnosis and operation specific group's are selected from
' the following areas, which comprise the seven major types of criteria
for balanced monitoring or a balanced medical audit study:

a. Validation of'diagnosis
b. Justification for admission
e. Justification for special procedures (surgery or special investigation.J
d. C.tcomes
e. Critical investigations
f, Critical minagment

ED-D1360 O Other indicators

AW Rvinod Ma2;r 79
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Special QAM Features

(using ma,.ching datn bases)

i* '' INDEX

Fatality Index = Actual Deaths
Expected deaths *

............ 0 .de-hs are calculated by matching each case in your patient
~., a~ cainst a data base of 12,000,000 cases (about 300,000 deaths) to
.:~. "rmi 'ikelihood of death of each patient. Sum of all "likelihoods"

eqtiels "Expected deaths."

Val-cs abu ,e 1.00 indicate that there were more deaths in your patient

z:vup than would have been expected based on your particular case mix.
Conversely, values below 1.00 indicate that there were fewer deaths
than might have been expected from the case mix in your group.

it is unlikely Lhat the test is sensitive to the degree that small
• :"riat. metit further investigation. We would urge investigation

of indexL,- above 1.25 or below .75 (25% more or fewer deaths than

oxc.,:t .. Disregard indexes of 0.00 except in the'rare group where
death. would almost invariably be expected, e.g., acute myocardial

infarct ion.

............................ e..............e.... ......................

B. LENGTH OF STAY SIGNIFICANCE TESTS

"High" or "Low" for length of stay is printed after the median stay

figure for a group if applicable. Each patient is matched against the

appropriate median stay in the appropriate regional data base. If a

statistically significant number of cases are above or below their

respective medians, a "high" or "low" prints.

N "high" , r "low" means that differences are not statistically signifi-
or fe .-.. r .h.n six matchable patients are in the group.. Deaths,

transT-rs to another hospital, and patients leaving against medical

advice are not matched.

. .... ..................................................................

C. CHARGE INDEX

Charge Index 
= Actual chars

Expected charges

The abVove ratio is a simplification of the explanation found on the >-
back of the Monitor Profile forms in the last column. Q_

0
Indexes above 1.00 indicate that your hospital is charging more 0.
than would he expected based on relative charges of other hospitals
in the data base (this group is subsidizing other patients in your
hospital), or your hospital is providing more care (consuming more
resources) than is being provided for matching patients in the data tr
base. Values above 1.20 or below .80 probably merit further investi-
gation.

jkl
Revised July 81

nission on Professional and Hospital Activities 1968 Green Road Ann Arbor, Mkih(n 45105
'I/ ,#Ie,:'!' . ., ".. / 11,.I 's). , t ,'jq : . lot Prl v.. ,, ,|'nu*,I/'apg C4 I/ 1 , in' gll p. ' ,, . "I'th i ospial .'O' ts rw On. $o So ut 'P 1,-I t; .*lo t C . . .
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Quality Assurance Monitor

PATIENT GROUPS, BASIC STATISTICS,
AND CRITERIA

The Quality Assurance Monitor displays hospital performance in
167 patient groups. Included are 800 items of basic, descriptive
information and 789 criteria including suggested standards.

* .iThese groups, basic statistics, and criteria are distributed as
S.+ follows:

Number of Total Total
QAM Report Groups Statistics Criteria

(1) (2) (3) (4)

Hospitaivide 11 31 30

Pediatric Medicine 11 29 31

Adult Medicine 11 29 34

Surgery 11 29 31

OB-Gyn 12 34 39

Newborn 2 13 11

Psychiatry 11 30 33

Diagnosis Groups 73 513 446
(any department)

Operated Patients 6 30 30

Procedure Groups 19 62 1OA

(any department)

Totals 167 800 789

6
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At the head of each QAM group on the Monitor Profile are displayed certain basic, de-
scriptive statistics for which no standards are suggested. The following 22 items of infor-
mation when applicable and appropriate are displayed for each of the 167 patient groups:

1. Total patients
2 Fatality index
3. Mortality rate
4. Autopsy rate
5. Average stay

6. Median stay
7. Percent male

8. Average charge
9 Charge index

10. Average charge per resource need unit
* 11 Percent who left against medical advice

12. Percent of all patients for this report
1:, Percent over age one given only one unit of blood

14 Percent transfused (excluding acute blood loss)

15 Percent delivered by cesarean section
16. Percent with peritonitis
17. Percent with congenital anomaly
18. Percent with consultation
19. Percent given anxiolytics
20. Percent given neuroleptics
21 Perinatal fatality index

22. Neonatal fatality index

E-

7b
2
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CRITERIA LIST
All criteria are available from PAS

Data for shaded criteria are drawn from the Quality
Control Data Set, and are therefore not available to hospitals

submitting only the Basic Data Set

PATIENJT GROUPS SUGGESTED PATIENT GROUJPS
AND PIO4TIO PARA)ITEG ISTADARDS AND NIT' PAAAWTER ETAhAR

HOSPITALWIDE (EXCEPT NEWBORN)

010. PATIENTS WITH OTHER DRUG THERAPY

.DO' ALL PATIEN'SI BASIC WORKUP 1 I GIVEN HYPOTENSIVES WITHOUT HYPERT OX C

2. ; GIVEN CARDIOREGULATORS W/O CARDIAC OX
1. : WITH URINALYSIS 100 3. 1 GIVEN ANTIDIABETICS W/O DIABETIC OX
2 1 W.H HEMOGLOBIN OR HEMATOCRIT 100 4 % GIVEN NEUROLEPTICS W/O RAJ PSYCH DX
3. 1 1 YEAR AND OVER WITH ADM BP RECORDED 100
4 1 WITH WEIGHT RECORDED too

5 1 MEETING MINIMUM LABORATORY REQUIREMENTS 100
6 % WITH SYMPTOM AS PRINCIPAL DIAGNOSIS 0-5

011 PATIENTS TRANSFUSED

1. ; WITH INDICATION FOR TRANSFUSION 00
002 PATIENTS WITH ELEVATED ADM DIAS BP (EXC PREG) 2. 1 WITH ANEMIA(EX 285 ))GIVEN PACKED RBC

3. % WITH TRANSFUSION REACTION, 999 6-999 B I

1 S WITH HYPERT DX OR WITH DISCH VITAL SIGNS STABLE 100
2 2 1 WITH URINALYSIS 100

3 2 AGE 19 GIVEN DIURETIC OR HYPOTENSIVE 100 DEPT F PEDIATWIC NDICINE

• % .. '0' ALL PATIENTS, BASIC WnP- U-

003 PATIENTS WITH ADMISSION HGB1D GMSIHCT(30X)
1. % WITH URINALYSIS 00

I WI'H BLEEDING, HEMOLYSIS, ANEMIA, OR MALIGNANCY 1," 2. S WITH HEMOGLOBIN OR HEMA
T
OCRIT D-

2 % GIVEN GEN ANESTH WITHOUT TRANSFUSION 0 3 % I YEAR AND OVER WITH ADM BP RECORDEDi 0
4 % WITH WEIGHT RECORDED 100

5 1 MEETING MINIMUM LABORATORY REQUIREMENTS 00
6 I WITH SYMPTOM AS PRINCIPAL DIAGNOSIS D.
7 2 W I'm CBC HGB/HCT. W8C, DIFFERENTIAL 100

004 PATIENTS WITH ABNORMAL BLOOD SUGAR

I OF 'HOSE NOT DIAGNOSED AS DIABETIC OR HYPOGLYC

WHO HAD A G
" 

OR REPEAT BLOOD GLUCOSE 100 102 PATIENTS WITH ELEVATED ADM DIAS BP IEXC PREGI

I X WITH HYPER' DX OR WITH DISCH VITAL SIGNS STABLE 00
S2 1 WITH UR!NALYSIS ic0 k PAIENTS WIH .RNE POSTI.E FOR PRCTEN 3 ; AGE 9. GIVFN 0IUPEIC OR HYPC'ENS'VE

4 1UDER '0 YEAR' - 'VP. 97 73
I 2 WITH DX OF KIDNEY DISEASE. REPEAT UA

OR TT4ER URINARY SYSTEM EVALUATION 100

103 PATIENTS WITH ADMISSION HGB<IOGM%IHC13OX)

006 PATIENTS WITH URINE POSITIVE FOR SUGAR
I X WITH BLEEDING, HEMOLYSS, ANEMIA, OR MALIGNANCY 10

1 2 WITH REPEAT URINE SUGAR 'EST I o 2 T GIVEN GEN ANES-T WITHOLT TRANSFUSIONI

2 % WITH BLOOD SUGAR TEST 10A L

00' PATIENTS GIVEN ANTICOAGULANTS '04 PATIENTS 1TH ABNORMAL SL50D SUGAR

SWITH INDICATION 11 1 OF 'HOSE NOt DIAGNOSED AS DIABETIC OR HYPOGL'C
2 1 WITH COAGULATION TEST I 00 WHO HAD A GOT OR REPEAT BLOO7 GLJCOSE
3 % WITH STOOL FOR BLOOD 100

0.

008 PATIENTS GIVEN ANTIBIOTICS 05 PATIENTS WITH URINE POSITIVE rOR PROTEIN

I,** 1 • WITH ICATI% W' DX OF KIDNEY DISEASE. REPEA UA
2NDLAINFETOSWT 0
W:'H SELECTED INFECTIONS WITH C 8 5 '00 OR OTHER URINARY SYSTEM EVALUATION '

-00 PATENS GIVEN DIURETICS '06 PATIENTS WIH URINE POSITIVE OR SUGAR

I S WITH INDICA'TION I 10C
2 It WITH WElD"T RECORDED 2 I Wi ' RE-EA' URINE SUGAR ES . '
3 2 WITH ELFC'ROLY'F DETERMINATION ' 2 % WI" R0OD S CAR 'ES' I O

I'I

.4. .
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PATEkN 07JP SGG"Y" PATIENT" GRIPS S(%ILS71D
__K WRTO P&A.M i STANA7 AND NON ORITR APAWT2

107 PATIENTS GIVEN ANTICOAGULANTS 205 PATIENTS WITH URINE POSITIVE FOR PROTEIN

S WI'H INDICATION 100 1. X WITH OX OF KIDNEY DISEASE, REPEAT UA,

2 1 WITH COAGULATION TEST 100 OR OTHER URINARY SYSTEM EVALUATION 100

3 X WITH STOOL FOR BLOOD 100

0 A S E I206 PATIENTS WITH URINE POSITIVE FOR SUGAR

"-'.-'.108 PATIENTS GIVEN ANTlbltiCZS

1 X WITH REPEAT URINE SUGAR TEST 00

""- T iNCICATON 1 12. X WITH BLOOD SUGAR TEST l0

2 £ WITH SELECTED INFECTIONS W1TH C d S 100

0 P207 
PATIENTS GIVEN ANTICOAGULANTS

109 PATIENTS GIVEN DIURETICS

"2- W.ITH INDICATION 102:.. 2 W H COOVLATON TEST I oc
I WITH INDICATION 100 3 X WITH STOOL FOR BOOD X0

2 2 W:TH WEIGHT RECORDED 100

3 1 WITH ELECTROLYTE DETERM:NATION 100

208 PATIENTS GIVEN ANTIBIOTICS

10 PATIENTS WITH OTHER DRUG THERAPY
" 1 WITH INDICATION 00

" 2 , WITH SELECTED INFECTIONS WITH C S 100
1 G:VEN HYPOTENSIVES WITHOUT HYPERT DX 0

2 1 GIVEN CAROIOREGULATORS wn CARDIAC DA 0
3 X GIVEN AN'IDIABETICS W/O DIABETIC DA 0

4 A GIVEN NEUROLEPTICS W/O MAJ PSYCH DX 0
209. PATIENTS GIVEN DIURETICS

- WITH INDICATION I o0
IIII PATIENTS TRANSFUSED . TH WEIGHT RECORDED 100
1 PIN RNU3 1ED WITH ELECTROLYTE DETERMINATION 00

1 1 WITH INDICATION FOR TRANSFLS ON 100 I

2 2 WiTH ANEMIA EX 285 )GIVEN PACKEb RBC 100
3 Z WITH TRANSF"SON REACTION, 999 99 210 PATIENTS WITH OTHER DRUG THERAPY

1IGIVEN HYPOTENSIVES WITHOUT HYPERT DX 0
DT2. GIVEN CARDIOREGULATORS W/O CARDIAC DX 0

3 3 GIVEN ANTIDIABETICS W/O DIABETIC OX 0

4. GIVEN NEUROLEPTICS W/O MAJ PSYCH DX 0

201 A L PATIENTS. BASIC WORKUP

X. WITH URINALYS 3 l00

2 X WITH HEHOGLOBIN OR HEMATOCRIT 
I0C 211 PATIENTS TRANSFUSED. 3 It I YEAR AND OV ER W !T7H Aomlss .N aP REZ13RDED]

4 2 WiTH WTIGH RECORDED 100
5 1 MEE

T
NG 'IIN M M LABORA'OR' REOUIREMENTS 100 1. X WITH INDICATION FOR TRANSFUSION 100

6. Z W: T SYMPTOM AS PRINCIPA, DIAGNOSIS 0.5 2. X WITH ANEMIA(EX 285.1)GIVEN PACKED RBC 00

7 1 AGE 40. WITH RECTAL EXAM 3. 1 WITH TRANSFUSION REACTION, 939.6-999.8 C

a W VITh FUNDUSCOPC EXAM 100

9. 1 WITH B-OOC 5UGAR TEST 100
10 1 WITH NITROGEN DERIVATIVE TEST 100oP SI.RGERY

301 ALL PATIENTS, BASIC WORKUP

202 PATIENTS WITH ELEVATED ADM DIAS BP (EXC PREG)1
I I WITH URINALYSIS '

2 X WITH HEMOGLOBIN OR HEMATOCRIT IX

* I Wi-H HYPERT DX OR WITH DISCH VITAL SIGNS STABLE l0 3 1 1 YEAR AND OVER WITH ADM BP RECORDED Ix

. -AGH URINALYSIS 100 4 2 WITH WEIGHT RECORDED '00

'3 AOF 19, GIVEN DIURETIC OR HYPO
T
ENSIVE 100 5 1 MEETING MINIMUM LABORATORY REQUIREMENTS '00

A X WITH ECO 100 6 % WITH SYMPTOM AS PRINCIPAL DIAGNOSIS CS

7 1 AGE 40- WITH RECTAL EXAM 100

203 PATIENTS WITH ADMISSION IM<10 G R (HCT<3011

302 PATIENTS WITH ELEVATED ADM CIAS BP (EXC PREGI

WITh BLEEDING. HEMOLYSIS, ANEM;A, OR MALIGNANCY WIT HYPERT DX OR WITH DISCH VITAL SIGNS STABLE

2 1 GIVEN GEM ANESTH WITHOUT TRANSFUSION 0 1 WIT' H:NALYSI WVC

3 X A3E 19- GIVEN DIURETICS OR HYPOTENSIVES 100

A I WIT ECG 100

204 PATIENTS WITH ABNORMAL BLOOD SUGAR I W

I303 PATIEN'S wITH ADMISSION HG8'1OO MI I HCT<3O II

I I OF 'HOSE NOT DIAGNOSED AS DIASCIC OR HYPOGLYC i
WHO MA IC A OTT Oft REPEAT BLOOD GLUICOSE IC - It B - EEC 43 HEMOLYSIS, ANEMIA, OR MAL -NANCY 100

2 1 giVEN OEN ANESTh WITHOUT TRANSFUSION

4 ~7 S
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PlENT GROUPS WSGGESTED PATIENT GRmJps
AND_ W2WI TR PARAMETES I STANDARDSB k" NItO PAPAWTI5S TA1J~

( 304. PATIENTS WITH ABNORMAL BLOOD SUGAR ,0' B A..L DYNE 0.n3T PATIENTS. BASIC WOP,'.

I OF THOSE NOT DIAGNOSED AS DIABETIC OR HYPOGLYC
WHO HAD A OTT OR REPEAT BLOOD GLUCOSE 100 1 2 WITH URINALYSIS

2. 1 WITH HEM OGLO ' OR HEMATOCRIT
____________________________________3. 2 I YEAR AND OVER WITH ADM BP RECORDED

1 4. X WITH WEIGHT RECORDED
5. % MEETING MINIMJM LABORATORY REQUIREMENTS

305 PATIENTS WITH URINE POSITIVE FOR PROTEIN 6 T IH SYMP70m AS PR:NCIPA, DIACNOS
7 2WITH PELVIC EXAM
S. X AFEBR:LE W'H ,ATER FEVER

Z WITH DX OF KIDNEY DISEASE, REPEAT VJA,
*OR OTHER URINARY SYSTEM EVALUA-ION 100

402 PATIENTS WITH ELEVATEO ADM DIAS BP (FwC, PRE,)
306 PATIENTS WITH URINE POSITIVE FO5R SUGAR I

I W;H RPEATURIE SUAR EST 00 1. 1 WITH HYPERT OX OR WITH OlSCH ITAL SIGNS S'AB-F I

21 X WITH BLOOD SUGAR TEST 100 2. % WITH URINALYSIS
3 X AGE 19-GIE DIURETIC OR HYPOTENSII'E

307. PATIENTS GIVEN ANTICOAGULANTS

403. PATIENTS WITH ADMISSION HOB, 10 OM 2 HCT, 30 %
I % WITH INDICATION 1ICC
2Z WITH COAGULATION TEST l00
3,XWITH S'OOI. FOR BLOOD 100 1. 2 WITH BLEEDING, HEMOLYSIS, ANEMIA, OR MALIC1NANC,

22.2% GIVEN GEN ANESTH WITHOUT TRANS 'USION

308. PATIENTS GIVEN ANTIBIOTICS 404. PATIENTS WITH ABNORMAL BLOOD SUG3AR

1.WITH INDICATION ID 10OFTSE NOT DIAGNOSED AS DIABETIC ORHD C
2WITH SE.ECE INFECTIONS WITH C S 0 WH H AD AGCOR REPEAT-D0 S -00 GLCSE

309 PATIENTS GIVEN DIURETICS 405. PATIENTS WITH URINE POSITIVE FOR PROTE:N

I 2 WITH INDICATION 100 X. WITH DX OF KIDNEY DISEASEL REPEAT UA,
2 X WITH WEIGHT0RECORDED 1 00 OR OTH ER URINA R SYSTEM EVALUATION 100
3 1 W WTH ELECTROLYTE DETERMINATION 10.0

406.- PATIENTS WITH URINE POSITIVE FOR SUGAR

310. PATIENTS WITH OTHER DRUG THERAPY

1. 2 WITH REPEAT URINE SUGAR TEST 100
I2 2 WITH BLOOD SUGAR TEST I100

2 GIVEN HYPO-ENSIVES WITHOUT HYPERT Dx 0
2 It GIVEN CARDIOREGULATORS W/5 CARDIAC Dx X 04- --
3 : GIVEN ANTID;ABETICS W/O DIABETIC OX 0

4 GIEN EURCEP7CS WO MJ PSCH X 0407 PATIENTS GIVEN ANTICOAGULANTS

1. 2 WITH INDICATION I C
311. PATIENTS TRANSFUSED i2 . 1 WI"H COAGULATION TEST o

3 S WITH STOOL FOR BLOOD

1 2 WITH INDICATIlON FOR TRANSFUSIJON too I
2 2 WITH ANEMIA(EX 285 )10 yEN PACKED RBC 1 00
3. 2 WITH TRANSFUSION REACTION. 999.6-999.8 0 408. PA. IENTS GIVEN ANTIBIOTICS

1. 2 WI TH INDICATION C
DEPT OF 00-GYN 2. 2 WITH SELECTED INFEC'IONS WITH C U

401, ALL PATIENTS, BASIC WORKUP

1. 2WITHURIALYSS I 409, PATIENTS GIVEN DIURETICS

2 2 WITH HEMOGLOBIN OR HEMATOCRIT 1 00
3, 2 1 YEAR AND OVER WITH ADM BP RECORDED 10oo 1. 1 WITH INDICA''ON

4 2 WTH WIGHTREC ORDED Z 0 2 WITH WEIGHT RECORDED
5 2 MEETING MINIMUM LABORATORY REQUIREMENTS 100o~ 3, 2 WI

T
H EECRL EEMNTO

B % WITH SYMPTOM AS PRINCIPAL DIAGNOSIS 0 5ELCRYT DTRMNIO
7 2 AFEBRILE WITH LATER FEVER J 0

40' A ALL OBSTETRICS PATIENTS, BASIC WORKUP I 410 PATIENTS WITH OTHER DRVG THERAPY

I I WITH URINALYSIS 100
2 2 WITH HEMOGLOBIN OR NIEMATOCRIT iCC
3 2 1 YEAR AND OVER WITH ADM BP RECORDED 100 1 IEN HYPOTENSIVES WITHOUT HYPERT 0% c
4 ; WITTHfWEIGHT RECORDED 100 23 GIVEN ANDTRGI' .TIR W/0- EADAC
5 2 ME TING INMUMR LABORATORY REQUIREMENTS I0 3o 2 IE IArDABEI-S W 0 Dl CBEC OX
6 2 WITH SyMP7OM AS PRINCIPAL DIAGNOSIS C IENNU-5IC . A PYHC
7 It AFESPILE WITH LATER FEVER
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PATIENT GROUPS SUGGpsTro i PATIENT GROUJPS SGL-T
AN9D MONITOR PARAA"5 STDARDS, AND h"ITtR PARA1TES A

41' PA'IENTS TRANSFUSED 607 PATIENTS GIVEN ANTICOAGULANTS

1. 1 WITH INDICATION FOR TRANSFUSION ,00 1. 2 WITH INDICATION '

2. 1 WITH ANEMIA(EX 285.I)GIVEN PACKED RaC 100 2. 2 WITH COAGULATION TEST
3. WITH TRANSFUSION REACTION 999.6-999.8 0-3 3. " WITH STOOL FOR BLOOD or,

S,, ALL NEWBORN

_8 PATIENTS GIVEN ANTIBIOTICS

501 ALL LIVEBORN AND STILLBORN 1, 1 WITH INDICATION 100

2 2 X WITH SELECTED INFECTIONS WITH C S 5 100m001. 2 LIVEBORN _ __ __ __

2 N ONATAL MORTALITY RATE I I3 2 WITH BIRTHWE;GHT RECORDED 100

4. X WITH ADMISSION TEMPERATURE RECORDED 100 609. PATIENTS GIVEN DiURETICS
5 X WITH INFANT INFECTIONS 01
6 2 W/O INFECTION OR ROS GIVEN ANT''IOTICS I
7 2 NOT RH OR OTHER ISO-IMMUNE TRANSFUSED I X WITH INDICATION 10i ',

° "
2 Z WITH WEIGHTORECORDED 100

0 NNT WT RTEH3 L WITH ELECTROLYTE DETERMINATION 100

[ 502 NEONATES WITH BIRTHWEIGHT15 1,'2 LBS (25000)

RT TYAE 10610. PATIENTS WITH OTHER DRUG THERAPY
[%-% I MORTALITY RATE 1I 0

2 2 WITH LIVER FUNCTION TEST 100

3 UNDER i7500 WITH CHEST X-RAY 100 , 2 G!VEN HYPOTENSIVES WITHOUT HYPERT D, 0
4. 1 UNDER 17500 MONITORED 100 2. X GIVEN CARDIOREGULATORS W/O CARDIAC DX 0

3. 2 GIVEN ANTIDIABEICS W.'O DIABETIC DX"--i- 4, '1 GIVEN NEUROLEPTICS W t MAJ PSYCH OX
W DEPT F PSYCHIATRY

60' ALL PATIENTS, BASIC WORKUP _11 PATIENTS TRANSFUSED

1. WITH INDICATION FOR TRANSFUSION loc
WITH

SWITH URINALYSIS 1 2. 2 WITH ANEMIA(EX 85 1)GIVEN PACKED RBC 100
I 1 2I1HHEMOGLOBIN OR HEMATOCRIT 00 3. 2 WITH TRANSFUSION REACTION, 999 6-999 8 03. X I YEAR AND OVER WITH ADM BP RECORDED 100

4 • WI'H WEIGHT RECORDED 1, I
5 I MEETING MINIMUM LABORATORY REQUIREMENTS loo

SB W PH SYMPTOM AS PRINCIPAL DIAGNOSIS 05 DIAGNOSIS GROUPS ANY DEPARTM&NT)

7 mOAI' RATE ,2Il 0 I___________________________
8 2 OPERATED 0 0
9 2 WITH ADVERSE REACT 0 'SYCHOTROPIC AGENT, E939 0

701. INTESTINAL INFECTIOUS DISEASE, PEDIATRIC
_ _ _ _ _ _(PRINCIPAL DIAGNOSIS 001-009)

MORTA :TY RATE X5

602 PATLNTS ITH EL.EVATED ADM DIAS BP (EXC PREG)I 2. X WITH ELECTROLYTE DETERMINATION 10c

3 2 WITH STOOL CU,'URE 90 92, 90 93 IDC
4 2 WITH WEIGHT RECORDED .
5 X GIVEN PARENTERAL FLUIDS, I002W;-- YPER- Dx OR WITH DISCH VITAL SIGNS STABLE 100 6 % GIVEN ANTIBIOTICS OR OTHER ANTI-INFECTIVES,2 ; WI;H10714A VLSIS 100 1

3 AGE 19. GIVEN DIURETIC OR HYPOTENSIVE 100 EXCL 001. 002, 004, 006 o
",' 4 2 WITH ECO 100 7 2 ISOLATED '00" 

2 WITH PROGRESS SATISFACTORY AT DISCH 1CE. %" WIHPO

603 PATIENTS WITH ADMISSION HGB'lO GMIIHCT<3O2I
i 702 IN'ES'INAt. INFECT:OUS DISEASE. Aotj.T

" X WITH BLEEDING. HEMOLYSIS. ANEMIA, OR MALIGNANCY 100 1 (PRINCIPAL DIAGNOSIS 001-009)
- -. 2 2 GIVEN GEN ANESTH WITHOUT TRANSFUSION 0%'""* MORTAITY RATE 21)

_____. 2 2 WITH E.ECTROL.TE DETERMINATION '0
3 WITH STOOL CUL'URE 90 92. 90 93

OP4 H GIVEN PARENTERAL FLUID1 I0,1
604 PATIENTS WITH ABNORMAL BLOOD SUGAR 5. 2 GIVEN ANTIBIOTICS OR OTHER ANTI-INFECTIVES

-" " EXCL 001,002, 004. 006
L -:J [6 X ISOLATED 0

O OF THOSEGNOTDIAGNOSEDBAS DIABETIC OR HYPOGLYC 17 X WITH PROGRESS SATISFACTORY AT DISCHARGE
-. WHO HAD A GTT OR REPEA_ BLOOD GLUCOSE 100

605 PATIENTS WITH URINE POSITIVE FOR T'ROTEIN 703 VIRA HEPATI
T
IS

% (PRINCIPAL 0IAGNOSS C70)

2 WITH DAX OF KIDNEY DISEASE. REPEAT URINALYSIS,
% OR OTHER URINARY SYSTEM EVALUATION 100 MOR-A. TY RA-E .

0 2 X wl-- RECORDED JS'iF:CA,.ON FOR ADMISS;nN ix

3 2 WiT, _<VER rUNCTION TES 10c4i 2 Wl'"- ENZYME S'JDIES10
606 PATIENTS WITH URINE POSITIVE FOR SUGAR 5 1 WI'H COAGULATION STUDY 00

6 % WIT.~ BACTERIAL. OR V1RAL AN'iBOOIE5 007 2 GIVEN ANXROLYTICS OR NEUROLEPTiCS

I WITm REPEAT URNE SUGAR TEST Irj 8 1 WITH PROGRESS SATISFACTORY AT DISCHARGE
2 2 WITH BLOOD SUGAR TEST 100 -

___-____

""""



PATIENT GROUPS PAI1EN 7 GROUPSI-
PANlTOR PAAATFRS ~ STANDARDSII AND ~. TOP IAAAII,1TIERS S NAD

'IQ MAL 1GNAN~ NEOF..&S" OF LARGE IN'ES'INE _3C 7'ABE'FS 'EL.I 'S I"FD 4'R!C

(PRINCIPAL DIAGNOSIS 1531 (PRINCIPAL DIAGNOSIS 250)

IMRAIYRATE (1)0 1 MCOPAL:IY RATE (2'

2tWITH INTESTINAL SURGERY 45 0-46 9 lo 2 1WITH FUNDUSCOPICEXAM I
32WITH MALIGNANT TISSUE REPORTED D 3. W ITH REPEAT BLOOD SUGAR, STAY 2 DAYS 'O0

.4 1 WI; SIGMOIDiOSCOP' OR COLONOSCOPY 00 4, % WITH ELECTROLYTE OETERM:NA'ION o00

5 Z WITHI LOWER X1 X-RAY, 87 64 ;00 5 x GIVN INSULIN 'G0
w! 6 H POS'OPERATIVE - MPL!CA'ION c 6 G IVEN ORAL ANTID!ABETICS c

7 WITH, NORMAL GI FUNCTION 1,T DISCHARGE 100 7 2 WITH PROGRESS SA'lSPAC'ORY AT DISCH '00

*7-' MALIGNANT NEOPLASM OF LUNG, BRONCHUS, TRACHEA 731. DIABETES MELLITUS, ADULT

(PRINCIPAL DIAGNOSIS 162) (PRINCIPAL DIAGNOSIS 250)

MORTALITY RATEMO111 0.20 1MORA LITY RATE 21
2 POSOP ERA I:vE .. RTAL!TY RATE cl) 0 2 % ADM:IED FOR UNCOMPL!CA'ED DIABETES, 250

*3 2 WIT. MALIGNAN TISSUE REPORTED 100 3 X W TH BLOOD SUGAR ;EST I CO
I 4 WIH FNDUSCOPIC EXAM

* 22 ! POS'OPERATIVE COMPLICA-:tON W0' LECTROLY -E DE-ERMINATION CtI
* 5 1 ~WITH~ PROGPESS SATISFACTORY AT DISCH 50 2 1 UTH EOL CANS IENNTDBEC 2

7 T WIT.m ISCH INS'RUC 0NS 1NDERSTOOD.

7'2 MALIGNANT NEOPLASM OF BREAST

(PRINCIPAL DIAGNOSIS 174-1751 735 ANEMIA

MORTLIT RAE II 0(PRINCIPAL DIAGNOSIS 280-285)

2 1 WITH MALIGNAN' 'ISSUE REPOR-ED 100
3 WITH CH-EST X-RAY loo I !.!tRALITY RATE IZ)

4 1 WITH EA.IRPA'!VE MAS'EC'OMY. 85 4'-85 48 10 X2 W WIT7H ADMISSION HGB0O GMX OR HCT130% 'oo

S 2 Wi'H POSOCPERA-;AE COMPLI)CATIOnN I C 3. 1 WITH REDUCELLOINDICES
:.6 X W!TH PROGRESS SATISFACTORY AT DISCH 100 4 1 WI7H SERUM IRON TEST 100

5 X WITH RETICULCCY*ES. NUCLEATED RBC

________________________________I6 it WITH STOOL. FC BLOOD

7 2 TRANSFUSED GIVEN PACWEO ROC, EXC 285 1 -

_,l ALINAN NEPLAS-(5 PRSTAE j8 % WITH NORMAL OR R S'NG HGE'HCTIAT DISCH

(PRINCIPAL IJAtN(SIS I85)

MOPTALI'Y RA'E II
2 1 WV,' MALIGNAN' -!SSUERREPOR'ED 100
I I WI7T" SIIE'FA 5-WAICORBONE SCAND:C 00 740 ORGANIC BRAIN SYNDROME

4 1 WI - POS 01 4AI vE COMLICAI[ON 0 1IPRINCIPAL DIACGNCS'S 290O. 294, OR 310)
1 SW'NOMA. URINARY FUNCTIO 'DSH'0

<5% imNRA N FCIOAT'0 1 MORTALITY RATE '%) I

_________________________________2 1 WITH NIIROGEN DERIVATIVES oc0

3 1 WITH SEROLOGICAL TEST FOR SYPHILIS I or
4 % GIVEN ELECTROCO0NVU..SIVE THERAPY, 94 27

7'4 MALIGNANT NEOPLASM OF BLADDER 5 2 ISOLATED

(PRINCIPAL DIAGNOSIS 188) 6 % WI'H DECUBI',USSULCER. 0

MTAIY AE 7 % WITH FROGRESS SATISFACO0RY AT DISCH o

* . 2 % W.!-- CYS-OSZCOP' 15 31 .57.33. 57.49 1-. "c -----.- ____

F *-- -2 3''2E ~E2.2'E.SOR P- I IAVP' .

5 2 WI-H NORMAL URINAR, FUNCTION AT DISCH I 00 24 ALCMOA§C W:HRANSI 29)~ AD -- S

PRINCIP ALE ?.A% OI 21

I~ %OAU RATE THIS AS ONLY OX BUT WITH SIUNIFICAN- ABN I

* 'S ~~BENIGN BREAS' O SEASE IFNIG GV2DA F'1,TM'C

N (PRINCIPAL DIAGNOSIS 217 OR 6101 3. WITH LIVERFUNC-ION,'EST 'GO

* OA ' 4 4 GIVEN LECTROCO3NVVLSIVE THERAPY, 94 27* 5 1GIVEN NUROLEPIC
Ir % ,i EYIRx VE SuN2IER 85 20-85 25. 65 33-85" 42 GD 6 5GIVEN ALCOHOL COUNSEL. OR REFERRAL 94 46, 94 112

3 % *',''W!TOVN DIAGNTS.S 70 %~ WITH DISCI 'NSTRCCIONS UNDERSTOOD
4 1 Wi'H POSWOFRA'E COMPLICA ION I 0
5 1 WtIH, PROGRES"S SA'SFACTORe AT DISCH '0 t________________________

* , 742 DRUG DEPENDENCE AND DROI- NDUCED S-OE
(PRINCIPAL DIAGNOSIS 12 CR 3,141

L' UER:NE L1.0 IO.A
*(PRINCIPAL DIAT NOSIS 2-'8) MIQTALI'y RATE (%I

* * .2 1 WI'H THIS ONLY DX, BUT W~ITH SIGNIrICAN' ABN
**MO'AI'y RA-E Sc FINDING HGB2,D:AS BPI10. TEMPlIDl

25I* CRAE SEFO' OR -YOME2-O-Y '2 3 1 WITH LIVER FUNC-ON -ES-

3 1 'RANSFUSEG .c IC 4 11 GIVEN DRUG COUINSE !Nc tR REFERRAL 94 43 94 534

-5OP'VFOM.5AO 1 IH DIS INS'RUC-IONS UNDERSTOOD

CARC!NnMA 'N 5-J. OF CERVI" 'PNCIPAL 0ANS 9.-9..295.5-295.91

IPRINCIPAL (IIA~NCSIS 233.1'

OR'A~.I" RA-E'% I -nORAL<Y RAIE 5
21Wl -L MAL IGNANT 'IS~UE REPOP-ED x 2 % GIVEN NEUROLEP'ICS EXCL LA'EN', 295 51

P V EsC APANICOLAG. 46X l X 7 FN SYCMC-LERAP 94 74 94 4- 44 9d 4Q

4 1 WI' CUjPf-A.E 69 7 69 51 ' rEQ..CA- 4 1 i0 EECPOCON-!_S: 2 HERAP', 94 27:

ST~S' OR 1'5 6 '6 6 .SIW- ADVERSE REAC'>ON '0PS.CHOTROFIC, E939 2

3 1 GIVEN RAD' A*ON -ERA.Y 92 2 - F, S W6 'PORSSS 'C~ A' DISCH

N6 1 WI-H PROGRESS SA-SFACOR~l A' DISC- CIc



PATIENT GROUP S-ED f PA1TINI GROUPS SUOCK.T
DM OdNITOR PAPA WTERS STAN AIDSD AN NITOR PARAAEtERS STANDARDS

744 AFFECTIVE DISORDERS 762 CHRONIC RMEUMAIC HEART DiSLASL

(PRINCIPAL DIAGNOSIS 296) (PRINCIPAL DIAGNOSIS 393.398)

MORTALIT RATE o 1. MORTALITY RATE (I) 052 1 DEPRESSIVE AGE 40. WITH THYROID FJNCTION 0 2 WITH REOREJUTFATN RADISO 01 OTLT RT % 2 2 WITH RECORDED JUSTIFICATION FOR ADMISSION '00
3 MANIC GIVEN NEUROLEPTICS 100 3. 2 WITH EO 100

4. 2 MANIC GIVEN ECT, 94 27 010 A. : WITH CHEST X-RAY 1C

0. 2 DEPRESS VE GIVEN ECT, 94 27 030 S. 2 WITH PROGRESS SATISFACTORY AT DISCH 100

6, 2 DEPRESSIVE ISOLATED 0

7 2 SEVERE CASES DISCHARGED AMA 0

8. 1 WITH PROGRESS SATISFACTORY AT DISCH 100

763. ESSENTIAL HYPERTENSION

(PRINCIPAL DIAGNOSIS 401)

745 NEUROSES AND PERSONALITY DISORDERS l MORTALITY RATE 1%2 02
(PRINCIPAL DIAGNOSIS 300-302. 308-309) 2 2 WTH RECORDED JUSTIFICATION FOR ADMISSON '00

I3 1 WITH FUNDUSCOPIC EXAMINATION I0C
i MORTALITY RATE (%) z 14 X WITH ECDO NITROGEN DERIVATIVES. AND ELECTROLYTES I0
2. WITH NEUROSIS AS ONLY DIAGNOSIS BUT SIGNFICANT i5 I GiVEN DIURETICS OR HYPOTENSIVES ;Do

ABN FINDING. HGB12, DIAS BPI10.TEMP 101 0 6 WITH DISCH INSTRUCTIONS UNDERSTOOD IO

3. 1 GIVEN ELECTROCONV ULSIVE THERAPY, 94 27 0

4. X GIVEN NEUROLEPTICS 0.5
5. . ISOLATED 0
6 2 GIVEN PSYCHOTHERAPY 94 3, 94 4- 44, 94 49 ;00

7. 1 WITH PROGRESS SATISFACTORY AT DISCH 00 p
764 MYPERTENSIVE HEART DISEASE

(PRINCIPAL DIAGNOSIS 402)

1 MORTALITY RATE I%)
746 ALCOHOL DEPENDENCE SYNDROME AS ANY DIAGNOSIS 2 2 wITH RECORDED JUSTIFICATION FOR ADMiSSiON 100

(ANY DIAGNOSIS 303) 3 X WITH ECO -0A
4, WITH CHEST X-RAY 100

MORTALITY RATE (%) I 5 1 GIVEN CARDIAC REGULATORS '0c
2. X WITH THIS AS ONLY DA, BUT WITH SIGNIFICANT 6. 2 GIVEN DIURETICS OR HYPOTENSIVES "0C

ABN FINDING HGB,12.DAS BP lIO, TEMP)lO! 0 7. WITH PROGRESS SATISFACTORY AT DISCH 100

3 2 NOT ACUTELY INTOXICATED W1 LIVER FUNCT 100
4 2 NOT ACUTELY INTOXICATED W/ BLOOD SUGAR 100
5 2 GIVEN ALCOHOL COUNSEL 0R REFERRAL 94 46, 94.53 100 i

6 X WITH ASPIRATION PNEUMONIA, 50 0T
7 X WITH DISCH INSTRUCTIONS UNDERSTOOD 100*"z 765 ACUTE MYOCARD:A . iNFARCTION

(PRINCIPAL DIAGNOSIS 410)

1 1. MORTALITY RATE 11) 15 2
772. 2 WITH ABNORM ENZYMES OR ECOSTAY>2 DAYS l00

747 PISYC4OPHYSIOLOGIC DISORDERS 3. 2 WITH REPEAT ECO, STAY> 2 DAYS 100

(PRINCIPAL DIAGNOSIS 306 OR 3161 4. 1 WITH REPEAT ENZYMES.STAY>2 DAYS 100

5. 2 MONITORED 100

MORALIY RATE 1) 0 6. 2 WITH VENTRICQLAR FIB OR FLU;TER.427 4'-427 42 0'

2 2 WITH PSYCHIC FACTORS WITH ADD L OX 100 7. 2 WITH DISCH INSTRUCTIONS UNDERSTOOD 100

' 3 2 GIVEN ELECTROCONVULSIVE THERAP, 94 2/ 0
4 WITH CONSULTATION 100
5 2 WITH DISCH INSTRUCTIONS UNDERSTOOD 100 l

_ _ _ __766 ANGINA PECTOR S

(PRINCIPAL DIAGNOSIS 413)

755 CONVULS.VE DISORDERS, PEDIATRIC MORTALIY RATE 1
:PRINCIPALLI' DIAGTEI 34 O 803

:PRINCIPAL DIAGNOSIS 345 .1 780.31 2 2 WITH ANGIOCARDIOGRAM, 88.5, OR REVASC. 36 1-36,3 -

MORA-I'. RA
T
E 1%) O 3 I WITH ABNORMAL ENZYMES 0

S2 WITH EEO 100 4.2 WITH REPEAT ECO 00

3 1 dITH DIAGNOS'IC EXAM;NA'hON OF HEAD 1Oc 5. 2 WITH PROGRESS SATISFACTORY AT OISCH 00

4 1 3 YEARS. WITH BLOOD SUGAR TEST 100
5 2 WITH SERUM CALCIUM 100
S 2 6 MO OR UNDER WITH SP;NAL TAP 03 31 100
7 2 WITH PROGRESS SATISFACTORY AT DISCH 100

767 OTHER ACUTE AND SUSACUTE ISCHEMIC

HEART DISEASE

(PRINCIPAL DIAGNOSIS 4111)
716 CONVULSIVE DISORDERS, ADULT

(PRINCIPAL DIAGNOSIS 345 OR 780.3) I MORTALITY RATE 12)
2 : WITH ABNORMAL ENZYMES • 0
3. 2 WITH REPEAT EC0. STAY12 DAYS 00

MORTA.j1Y RATE II 0 4. 1 WITH CHEST X-RAY 100

* 2 1 W'-
H 

E . '00 5. 2 MONITORED 00

3 1 ,11H OPANOST'C EXAM:NATION OF HEAD 'x 6. 2 FREE OF COMPLAINT AT DISCHARGE 100

4 WITH M:CRO EXAM OF CEREBROSPISAL FLUID, 90 0 I0
5 2 WITH STABLE VITAL SIGNS AT DISCH 100

I 768 MISCELLANEOUS ISHEMIC HEAR' DISEASE

757 CHRONIC OT:TIS MED:A (PRINCIPAL DIAGNOSIS 412 OR 4141

(PkINCIPAL OIAGNOSIS 381 1 381,4. 38..1-382.91

1, MORIALI Y RATEY IS) I ,
4ORTAt;TY RATE 21 0 1 1 WITH CORONARS ATHEROSCLEROSIS WiTHOUT ADDI' ONAL

2 2 :VENMHIARiNG I CARDIAC OX 390-413,4'4 1,415-429
3 2 -- AS' 1 XN-RAY lTH N'ORRHEA OR 13 2 WITH ABNORMAL ENZYMES C'

32W 1RASD 1-RA ;,. W;RR EEA 0R
ERFORA ON 382 1-382 2, 384 2. 388 60 3c 4 2 WITH EC X00

4 ; GIVEN AZ-IBIOTICS I 5 WITH CHEST X-RAY IS0AT
"" 5 2 WITH PROGRESS SATISFACTORY AT DISCH 100 6 2 WITH PROGRESS SATISFACTORY AT DISC 10

8S 2

-7.. . . . . . . . . . . . .' , -- . -- - - . - . , ' . ' .. . . -. ' ,. . . . ." .. ,. .



PATIENT GROUPS PA'INT G 1S SUGGEETLO

AME 4YdITOR PAAMETERS STAGEMOM ? I PArENT GROUPS

-g9 PULMONARY EMB!LL'1 AS ANY OTAGN05SS MEDICAL 776 VAR!COSE VEINS nr _EG
(ANYDIAGNOSIS 415.1) (PRINCIPAL DIAGNOSIS 4541

1 MORAL!TY RATE (I) 0-5 1 MORTALITY RATE I%)
2 WITH REPEAT CHEST X-RAY 100 2 2 WITH LIGA'IONSTRIPPINGOR INJECT 38 59, 3s 92 I
3 X WITH RADIOISOTOPE LUNG SCAN, 92 15 100 3. S WITHOUT ULCER OR INFLAMMATION Id54 0-
4 GIVEN ANTICOAGULANTS 100 454.2) GIVEN AN

T
IBIOTICS

5 WI H VENOUS LIGATION OR PLICATION 0.10 4 % WITH POS'OPERA'VE COMPLICATION c
6 1 WITH PROGRESS SATISFACTORY AT OISCH 100 5 X WITH PROGRESS SATISFACTORY AT DISC1 '00

770 PULMONARY EMBOLISM AS ANY DIAGNOSIS, SURGICAL 8 ACUTE UPPER RESPRAtORY INFECTION
(ANN DIAGNOSIS 415.1) (PRINCIPAL DIAGNOSIS 460-465)

I MOR'ALI-
Y 

RATE 12) 0-5 1. MORTALITY RATE (I1 I
2 3 WITH ,:PEAT CHEST X-RAY 100 2 X WITH RECORDED jUS'IF!CATION FOR AD"ISS!ON 'lx.
3 WI'HUNG SCAN.9 '5. OR ANGIOGRAPHY.88 43-88 44 100 3 2 WITH UPPER RESPIRAOR TRACT TULTURE Cf

' 4 GIVEN ANTICOAGULAN-S 100 4 OP THOSE GIVEN ANTIBIOTICS WITHOUT
5 2~;- VENOUS LIGATION OR PLICATION 0-10 UR TRACT CULTURE, 90 32 OR 9 33 C
6 WITH VITAL SIGNS STABLE AT DISCHARGE 100 5. 2 WITH PROGRESS SATISFACTORv AT DISCH

771 ARRHYTHMIA AND SLOWED CONDUCTION 801 ACUTE BRONCHi'IS PEDIATRIC
(PRINCIPAL DIAGNOSIS 426-427) (PRINCIPAL DIAGNOS'S 406)

MORTALITY RATE 1 0
2 % WITH RECORDED JUS'IF:CAT'ON FOR ADMISSION 100 1. MORTAL1TY RATE 121
3 MONITORED 100 2. 2 WITH RECORDED JUS-IFICATION FOR AD-ISS'ON ,
4 2 WITH ECG 100 I 3. X WITH CHEST X-RAY Cf

•°5 X GIVEN CARDIAC REGULATORS 100 4 % APEBRILE AT 0:SCHA jE
6 2 WIT, VITAL SIONS S-ABLE AT DISCHARGE 100

802 ACU'E BpON'- , S A>'_,

* ( 772 HEART FAILURE 80(PCIPA L .AGN'SI 4L1(PRINCIPAL L):AGNC I 466)
(PRINCIPAL D!AGNOSIS 428)

(R1 MORTALITY RATE 2.

2ORALITY 2 WITH RECORDEC FICA'ION FOR A2'ISS:nN
2 3 WITH EDO 100 3. 2 WITH CHEST X-RA
2 1 WITH ECO A00 4. % WITH PULMONARN FUNCTION TEST
3 2 WITH ELECTROLYE DEERMINATION 00 5. 2 GIVEN ANT:BIOTICS *0-
4 2 WITH NITROGEN DERIVATIVES 100 6 2 GIVEN IPRB OR "XEP NHALA'ON RX

2 GIVEN DIURETICS 100 RNO
6 2 GIVEN CARDIAC REGULATORS 100 7 2 FREE 0F COMPLAIN' A" DSCHARGE

7 1 WITH PROGRESS SATISFACTORY AT DISCH 100

-___-803 PNEIL'C" A 4- 2

IPPI'\CIPAL :.S&*.C 4. C*i '73 CEREBROVASCJLAR D'SEASE

(PRINCIPAL DIAGNQSIS 430-438) 1, MORTALITY RATE 21
2. 2 WITH RECORDED _U5'>!ICATION FOR AD" SS'IN3 X WITH CHEST X-RAY .

M' OR'AL!-y A'L l%' 10.15 4 2 I MON'H AND OLDER WIT TB SKIN 'ES-
2 % W;'- RADIOGRAPHIC EXAM OF SKULL AND CNS 100 5. 2 GIVEN AN-IBIC"CS EXC VIRAL, 480
3 2 WITH' SPINAL 'A' 03 3' 10 lECVRA 84 X OF 7T PARA1 GIEN P0 ,S'A2 DAYS I '00 6 2 WITH PROGRESS SATISFACTORY AT D'SCH
5 2 WI' DOECUITLIS ULCER 737 0
6 % WITH 'VITAL SIGNS STABLE AT DISCHARGE l00

804. PNEJMONIA DULT

PRINCIPAL DIAGCOS'S 480-486)
1-4 ARTERIAL ERBOLIS' AND -HROMBOSIS

. (PRINCIPAL 'IAGNOSIS 444) MORTAL IY RATE .2

2 2 WITH RECORDED :LS-FICA-ION FOR A2':SS ON
.1ORTALIT' RA'E 21 0-5 3 2 WITH SAY'7 DAYS W:IH Yi- CHEST I-RAY

" 2 WII'H ABNOR"AL AR-ERDnGRAPHy -HEPYOIRAP- 4 % W:I" LOWER RESP "RA-- C)L'LRE 90 42 9.) 43
AORTOGRAP-Y SCAN TR ,L-RASOND ,I 5 % WITH BLOOD CU.RE 90 52 OR 90 53 'I'

° I 32 WITH COAGULA'ION "ES" '00 % 2 WITH SENSI'v'y FOR X0SI-:VE CUL"URE .
A 2 GIVEN AN'ICOAGULAN'S 00 7 2 GIVEN ANBIOICS EXC VIRAL. 480C4 5 2 AFEBRILE A" D:SCHAGE I00 1 8 % WITH PROGRESS SA SvAC"ORY AT DISC" '0c

7'5 -LES! S AND SRO9BPLE6' S 805 INFLUENZA

(PRINCIPAL .A 'N. S (P (IRINCIPAL 71 F.N2I5 48'l

RA' 1 0MR-A.' " RARA
2 2 ;I'H CHES' ; RAY. IMPEDANCE PHLEBOGRAPY MORTAU " RA"E 2 .

RADIOISOTOPE SCAN OR UL'RASOUND 100 2 ; WI"H RECORDED1 .JS" -CA' ON FOR AD"MSS'ON '00

4 1 WT" COAGULAION 'ES" 0 4 X W' AN- 0!CS

5 1 GiVEN AN'ICOA0JLAN'S 5 W:-- E-EMA 5-C CN LUNG ASSCFSS 5'3 0W"6 • AFEBRILE A- DISCHARGE 156 W:-H PROGRESS SA-:SrAC-ORY AT DISC" (



PATIENT GQUIPS SUGGEIOPATlN' URSL S.GG(.CSTED
p ... , N W TOR PARAA'MRS STANDRSMD hAO N 0 PAR&IlFdnrRS STANARU

i %" .
806 EMP YSC"A AND OTHER COPD 829 DISEASE OF PANCREAS, MEDICAL

Wk UI- . V L~iAGNOSI$ 492, 494-49t, (PRNCIPAL [OANOSI5 5)7)
p I MORTALITY RATE (X) 0.10 1 MORTALITY RATE III

2, 2 WITH ELECTROLYTE DETERMINATION 100 2. 2 WITH SERUM AMYLASE 100

3 . WITH ECG E00 3 WITH ENZYME STUDY 100

4. • WITH ARTERIAL BLOOD GASES 100 4 • WITH LIVER FUNCTION TEST 10
. 5 • WITH INHALATION THERAPY. INCL IPPB 100 s • WITH BILIARY X-RAY, PANCREATOGRAM OR UTRASOUNZ 'I0

6. GIVEN ANXIOLYTICS OR NEUROLEPTICS 1 6. WITH NORMAL GI FUNCTION AT DISCHARGE 100
-%- 7. W WTH PROORES, SATISFACTORY AT GISCH

807 ASTHMA PEDIATRIC 830 DISEASE OF PANCREAS, SURGICAL

(PRINCIPAL DIAGNOSIS 493) (PRINCIPAL DIAGNOSIS 57f)

MORTALITY RATE I) 0 1 MORTALITY RATE 12)
2 Z WITH ARTERIAL BLOOD GASES 100 2. ; WITH SERUMI AMYLASE 1(
3 2 WITH CHEST XRAY 100 3. 2 WITH LIVER FUNCTION TEST loo

4. X GIVEN ACTH'CORTICOIDS 100 4 2 WITH GB SERIESRETROGRADE CANNUAOR IV CHOLANG 100

, 2 GIVEN ANXIOLYTICS OR NEUROLEPTICS 0 5 • ACUTE PANCREAIIIS PATIENTS OPERATED c
6 X GIVEN IPPB OR OTHER INHALATION RX 100 6. • WITH NORMAL 01 FUNCTION AT DISCHARGE CC

7 1 WITH PROGRESS SATISFACTORY AT DISCH 100

6831. GASTROINTESTINAL HEMORRHAGE

608 AS
T
HMA ADULT (PRINCIPAL D EAGNOSIS 578)

(PrINCIPAL DIAGNOSIS 493)

I MORTALITY RATE (1)'." ORTALI'y RA'E 11 0 2, AUTOPSY RATE (1) 3 i

2 X WITH RECORDED JUSTIFICATION FOR ADMISSION 100 .3. • WITH COAGULATION STUDY 1oo

3 • W!TH ARTERIAL B-OOD GASES 100 4 1 WITH PROCTOSIGMOIDOSCOPY, EXC 576 0 ix

4 X GIVEN ACTH,'CORTICOIDS 100 5 X W'H GI X-RAY, 87 61-87.6 c<
5 • 3,VEN ANXiOLYTICS OR NEUROLEPTICS 0 6, 2 WITH NORMAL 7 FUNCTION AT DISCHARGE 0D

6 • GIVEN OXYGEN 100
7 2 GIVEN IPPB OR OTHER INHALATION RX 10c

8 X WITH PROGRESS SATISFACTORY AT DiSCH 100

845 ACUTE PYELONEP"RITS
8PRINCIPAL DIAGNOSIS 590.1)

825 GAS-R:C ULCER, UNCOMPLICATED I MORTALITY RATE (1)
'li fPRINCiPAL DIAGNOSIS 531.30, 531.70, OR 531.90) 2 2 WITH ADPIISSION TEMP 101 (38.3) OR HIGHER

3. WITH POSITIVE URINE CULTURE1 91.32. 91.33 1 Oc
4 2 WITH (VP, 87 73 1()c

MORTAeT, RA'E i() 0 5. 2 GIVEN ANTIBIOTICS OR OTHER ANTI-INFECTIVES 100

2 ; WiTH ENO0SCOP. 44 11-44 13 l00 6 2 AFEBRILE AT DISCHARGE 100

3 WH 5 OPSY . 44 4-44 15 100
4 1 WITH JPPER G. X-RAY, 87.62 Do

5 2 TRANSFUSED _0

% 6 1 WITH NORMAL -1 FUNCTION AT DISCHARGE 1R A

.... 646 RENAL CALCULUJS

(PRINCIPAL DIAGNOSIS 592.0)

MOPA,I> RATE 9

8nNTCUCR2 % WI" uRN. R 91 32 9" 33
866 N ', PF T 3C .CER 3 W;7H RETROGRADE. PRERCUTANEOUS OR IV PYE.OGRAP- I1or" "(PRiN , PA _ DIAGNOSIS 532-534 W T H .30. ,70. OR .90) 14 I WITH POSTOPERA -VE C OM PL;CA 'ION

-'- - 5 I WITH NORMAL URINARY FUNCTION AT DISCH 100

' .MOR'A-i', ,AE I0

2 • CIMP, CA'EC I00

3 2 PERFORA-ED WHO HAD GASTRIC SURGERY 100
4 1 .lNPERF .; - LIPPER GI X-RAY OR ENDOSC 100 I
5 1 WITH STOOL FOR BLOOD 100 I 847 URETERAL CALCULUS

6 1 W/O OAS-R:C SURGERY TRANSF 6- UN17 0 (PRINCIPAL DIAGNOSIS 592.11

7 1 WI
T
H NORMAL 01 FUNCTION AT DISCHARGE 100

1MORTALITY RATE I%,i2 X WI TH SERUM CALC: " 1c
-, 3 1 W)'' RETROGRADE PERCUTAIIEOUS OR IV PYEOGRAPHY .,'x I

4. 2 WITH NORMAL URINARY FUNCTION AT DISCH 100

627 0'ER ' -.AR DISEASE _
IPPINL-A. DIAGNOSIS 562)

I 848 CYSTITIS
-ORTAL - RATE .1 0 (PRINCIPAL DIAGNOSIS 5951

I I A "I . .FQ 11 X-RAY, 8' 64 00
I I .;'. S .,n DnScOPT 46 23 100 I MORTALITY RATE (II C

4 1 WITH C:VER,CULITIS GIVEN ANTIBIOTICS 00 2 1 WITH POSI-IVE URINE CULTURE; 91.3.. 91.33 ',X
5 S WITH NORMAL 01 FUNCTION AT DISCHARGE 100 W)H URINALYSIS I 00

- 4 2 WI' C S7SCOPY 57 3' 57 32 c)0

5 2 GIVEN ANTIBIOTICS OR OTHER &NTi-INFECTIVES 100

16 2 WITH NORMAL URINARY FUNCTION AT DISCH iDc

826 C kkOns s,, i

(PRINC A )IAGNOSIS 57;)

849 BENOGN PROS-A':C HYPERIROPPY

~ MORA. ", E N .2 L 0-5 IPRINCIPAL D;A..%OSIS 600)
1 2 X W

T
. ENTME J,) s- ES 00 1 -

3 1 WI' FLE -ROLYTE DETERMINATION lo0 I MORTALI RA I .2
4 • W:H vER TUNCTION TEST 100 , 2 % WI' 9E-RODGR&E. PERCU7ANE~uS OR IV PT,-OGRAP-, 'CC
"5 1I H . V B OPS' iD I ]50 '2) Wi'H , 3 2 W-- PROSTATECTO1MY OR CVSTOSCOPY 100

COAO S',L)' AND LIVER OR SPLEEN SCAN 0c0 4 2 WITH POS-OPERA'' E COMP,,CA
T
IONS I

6 1 WITH PROGRESS SATISFACTORY AT DISCH 100 5 1 WITH NORMAL URINARY FUNCTION AT CISCH I0o

104

.7- ." ... . . .



PATIENT GROUPS SGSTDPAIENT GROU~PS UCL'1~AN AMONIS~TOR PMAAfTRS AMC MAPD5 j AM3 NANI4 S

850 DISORDERS~ OF MENSTRUATION 882 CHEST PAIN
I.HRINCIW.AL DIAGNOSIS 626.0-626.91 (PPINCIOAL DIAGNOSIS 786.,)

~ ORTAI'Y RTE IIMOR-ALITY RATE I
2 2 WITH DAC OR ASPIRATION CURETTAGE 69 0, 69 5 100 1 2 AU'OPS' RATEI
3 2 UNDER 40 WITH HYSTERECTOMY, 68 3-68 8 0-10 3 2 WITH REPEAT ECO

, RNSFUSED i4 1WITH REPEATXENZYMES
5 It WI'H POSTOPERATIVE COMPLICATION 0 5 2 W,' H CHEST X-RAY "

16 1 WI H PROGRESS SATISFACTORY AT DISCH 100 RE FCMPAN T ICAG

660 BORON A AN DIANOSS , 883 ABDOMINAL PAIN
860ANR'!NAAY DIAGNOSIS 487 (PRINCIPAL DIAGNOSIS 789.01

MO8~AI'y'RATE SI IMORTALITY RATE (Z)
2 AUTOPSYCRATE ZI2I R2 ADIED AS NCOMPL.ETE, EXC INDUCED 100 3HS -A3 hTH PELVIC EXAM 100 w WIH CHEST X-AY

- I .- D&^_ OR ASPIRATION CURE'TAGE 69 0 69 5 4 lIHADMNA IRY8 ' 8 2 81
5 RASUED1C 5 % WITH SERUM AMYLASE TEST

5 .111 TRA CFSOERA2ECMPiA 0.10 6 K W:Tm RECTAL EXAM -6~~ ~ ~ ~ Z -SStPR-V OPIAfC FEMALESNWITHOPELVC EXAM
WI H PROGRESS SATISFACTORY AT DISCH 1 00 8 % GIVEN ANTIBIOTICS I

_______________________________________10. X FREE OF COMPLAINT AT DISCHARGE

86' DEL. VEFS AS ANY DIAGNOSIS
IANY DIAGNOSIS 641-676, 5TH DIGIT 0, 1. 2

WH-ERE APPLICABLE) 890 FRACTURE OF RADI US OR LLFIA

0R;AL I"RRAE ' s 0 (PRINCIPAL DIAGNOSIS 9ISI
2 11 DELIVERINO S':.<80RN 0.1 'MOR-A-lI RATE '5'

3 5DEvERD ' SEDI 7 0-4 , 4, 74 99 2 % &- SNE LE7AL X-lAY, 88 ??-eB 2.14
4 2 DELIVERED ,II:H HIGH FORCEPS.772 3 0 -'!v'2L E EiCCION -9 4H I 2 y
5 2 DELIVERED :2 H MID-FORCEPS 72 2 o0Is % .1 P0'OPERA'>1 P. AO

6 X WI H CEPHA,_nPELlIIC DISPROPORT!ON I5 9 WITHI PROGRESS SA'!SFAC'OR' A~ D!ISCH:,
OR PROLnNGEO LABOR MONIOPED lo10
% .11'~ S. EZ'ED DELIVERv COMPLICATIONS______

S S .. - DO~ 7A ONSCI PJERPERIU'
9 % 'RANSrUSEDJ c(2 89' FRAC-URE _- ;-PER END ^ Ej

IM94' R A-E %'

4------ 2 2 -.- H SN.EE'AL- I AY .8e 26-88 27.86 29,88 3'

3 % -:- OPEN PEDI.)C ON OR RE--ADE"EN-
2OPERAE WI."7 DAY S

862 SREE- RESENTA'ION DELIVERED AS ANY DIADNOSIS ,% -- 
0

OS'OPERA-''JE CCOPLACA-ION
* ANN' LIA3.-2'iDS 652.2. 669.6 WITH- 5TH DIGIT 0. 1, OR 2) 6 1 WITHI PROGRESS SA ,SFAC-ORY A' DISCH C

-MORTALI'T RA'E 11'1 C
2 It DE.AVERING S-I.LBORN 0 1

892 10051075505
* 3 X Wl-' -ERINEA, OR CERVICAL LACERATION -

4 % WJIH PROGRESS SATISFACTORY AT DISCH 100 (PRI'lIC PAL ),AGNOSIS 8501
MOR-AL!'1 RATE (%I

2 5- C'A3,NOS-IC E'A'!NATO OF HEA:D- A3 E AN 'O_ N'1_5S OR NFJRT_ -'CS

IPPPINC ''-AL fl.A-NOSIS 7141 _______ ___

AL, GPFRA.EI PA' (N'-,

* C OVLI - RA-E 210

I3 2 . SKE.E'AL X RAY 87.3 ,87 '6 -49 2 8e 2 -88 331 '00
3 Z .. 1, SEDIMENTATION RA'E ; 00 91) ALL "-,7:EN-S WlY- O"-EqA- ONS

.4 % w!H SEROLOG' STUDIES I1I0D
-S 2 3v~ .'S -A, -YERA-I 193 1-9

3 3
6 1 W1' ROGRESS SA'ISFAC'ORY AT DISC. ' c %~ ' 2 t DIED IN OFERA'N3 ROT-

2 It W;-I PREOPFRA';VE ANES' -ES'A EVALUATION

-MRSA)- ' A-E I c 'X dH PREANES"'.ES'A EVA,.UAE>NX
2 1 w- -E~nGPAM 'RAI:' ON. E*C'SIN Or ">505 ,c 2 1 W!-- ADHISSfON 44GBI C- RECORCED -

3 22 ,N ''2CI. 'YEAP' '9 -9.3 3 '2*' 3 % W!'- ADmISS!CN JR'NA,-S'S PE2O9RDE''C

0 CSO FRA'> .6 E'P. CA' '7l. 2 AGE 4C. WI" -~ HES- QAY
5 MBU.A-OR- A' DISCHARGE 11c 5 2AGE 40. WIH fLO:G

I ADVERSF C' EC' 7^QM WPEDOS O

A4 F,ADHE CPA')" PA'T' ,'N.51 '9'

*' ." A24N75-C E-AHINA'ION L"' 'lEAD *X- A._ PA'EN'S I"R'N',

-3 2 rp FNDLSEOPEC ERAMfMA'.ON
4 2 S. NA' &P 03 1' It 2-E ! 'O N IIF'SA' N"- P--

5 2 ~ LE I '.I !'H PREOPFRA- SE AN55''Y$. A EVALUA'
6 2 "REE 0II CO'PLAIN' A' DISCHARGE S - -5.FC'E "'.- -"2) '37



l-r -

4,T

PAlIEN'T G.O,053'1 j PATEN'T 0GJRUP S-

902 OPERA'E PATIENTS GIVEN GEN§AA ANES-ta;A 93' CARDIAC CA-HE-ERIZA-ION

F . (ANY PROCEDURE 37.21-37.33)

1 2 WITH PREANESTHESIA EVALUATION icCk MOR-AITY RA'TE II 1

2 : WITH ADMISSION HG (MCT) RECORDED I DO 2 % WI PH USUAL NDICATION 393-398, 411-414, 745-747 Or
3 W IH ADMISSION URINALYSIS RECORDED 1o 3 • WITH ECO or,

4 4 I AGE 40' WITH CHEST X-RAY Io4 14 X WITH ISCHEMIC HEART DISEASE (411-

'.tAGE 40 WITH ECO 100 414) WITH ENZYME STUDY or,

6 X WI'H ADVERSE EFFECT FROM OVERDOSE OR WRON3 ANES 0 5 Z WlCH POSTIPERATIOE COMPICATION

7 1 WITH OTHER ANES-HESIA MISACVEN'JRE 0 61 WITH DISCH INSTRUCTIONS UNDERSTOOD oo

l'j 0fERATED DO-CYN PA'IENTS
S 937 PRIMARY APPENDECTOMY

(PRINCIPAL PROCEDURE 47.0)

901 ALL PATIENTS WITH OPERATIONS

I MOR-AIY RATE :%; I
2 % WITH NORMAL 'ISSUE , ,

XIT WRTH WBC AN DIFFERENTIAL 'CC
WHO DIED IN OPERA'!rG ROOM C4 % W:7,- POSTOPERATIVE COMPL:CATION

211WITH PREOPERA5VE ANESTHES1A EVAL ACN 100 1 5 WITH NORMAL 01 FUNCTION AT DISCHARGE ic

3 1 WITH SELECTED OPS W.TH TISSUE CODED 100

938. HEMORRHiODECTOMY
902 OPERATED PAT EN'S GIVEN GENERAL ANESTHESIA I (ANY PROCEDURE 49.46)

• 111 WITH PREANLS'HESIA EVALUATION 100 2 MORI TISE CDED

2 2 WITH AD iSSION HOB :HCT! RECCORDED 100 2 WITH TI1SSUECCODED
3 1 WITH ADMISSION HRICTI RECORDE 100 3 1 WITH ENDOSCOPIC PROCEDuRE, 45.23. 45.24. OR 48.23

3 1 Wi fr ADMISSION4 URINALYSIS RECORDED '01 -" w, 
0
050ERA iVE COM-LICATION

4 1 AGE 40- WITH CHEST X-RAY 00 4 % w;

5 1 AGE 40- WITH ECG 5 Z WITH NORMAL 31 FUNCTION AT DISCHARGE

6 % WI ATUERSE EFET' 7RS OCVERDOSE IF WRONG ANES

7 % w:Th OTHER ANESTHDSiA MISAVENT.AE

939 CHOECYS-ECTOMY

---- GROS (ANY PROCEDURE 51.21 OR 51.22)

9 2 _ENS EXTRACTION MORALIY RATE II)

(AN' PHOLEDLRE 13.1-13.6) 2 X w;H NORMAL TISSUE
I 3 1 WITH LIVER FUNCTION STUDY iI,

SMORTA.]r RAE II I 4, 1 WITH BILIARY TRACT X-RAY 87 51-87 59 'rG
.t 5 % TRANSFUSED C

Z w I VS0N TESTING. 95 9 -9N C. ) 6 1 WITH POSTOPERA'IVE COMPLICATION
'

3 % WiTH 3LOC SU7AR TEST 10 7. 1 WITH PROGRESS SATISFACTORY AT OISCH 1CC
4 1 w,

-
- ')3YO'ERAT:VE COMPLCA' T

* I -H DISCH INS'RUCTIONS UNDERSTOOD 100

4

940 iNGUINA, CR FEMORA. HERNIORRHAPHY
92; "0-1 E U-RACE30.; (ANY PROCEDURE 53.00-53.39)

1 ORTALITY RATE I

1. , 9AE I.E CV I C.NI2 Z WiTH RECTAL EXAM I3Cm
W.7 015D INST RU- C10N5UNDERSTOOD $I .!-H POS-OPERAI!VE COMPLICATION Ix

3 111 Wi H D;SCH INSTRUCTIONS UNDERSTOOD D 4 1 WITH PROGRESS SATISFACTORY AT DISCH

92' 7T _EC'OM- AND ADENTDL C'0'5 -OT-E-M& ANv ;'PUCEDURE 28.2. 29.3. DR 26.5,) 955 PROSTA'ECOMHY
S(ANY PROCEDURE 60.2-60.6)

MORA -A,_1 RATE .%)

C I ,ND& I <APa OF A5E M
2 I WITH -ISSUE CODED% TRAN% 'E 0 PEGAH

TOERAV ,E CDOMP- CA-.ON I 3 1 WITH RETROGRADE PERCUTANEOUS OR It P'E.OGRAPH'
SWI_ P- A_ -EmERAT URE 'j ,A 91 0 CYSTOSCOPY. OR NITROGEN DERIVATIVE TEST IC

I1 WI!H PR.EREAAE &R 91 C S0 C4 % WITH URINE CUL-URE 9' 3291 33

5 1 WITH INTAKEmOU'PUT MONITORED I

6 I w;TH POSTOERATVE COMPLICA'ION
7 1 WITH NORMAL URINARY FUNCTION AT DISCH

* ~ ~~~~ 931 J' I *,IEA.(- SjRSER'P_____________________________
3 7.5 37.64;

96C UBAL LIGATION

S01-A, -A' Ic 9 (ANY PROCEDURE 66.2-66.3, 66.5. OR 66.63'
I1 A'D AC ,IA(.NOS,s 390.398. 402. 404, 410-429 ,&

3 I w:'N C,-ES' A-RA' I u
4 1 WH 610 y ORAh I" RA-E II

Sw, 'N-AKE'OUTPUT MON TORED 2 I wIH PELVIC EXAM 3c

I s - 1?S'PERA;.vE Do'.-'A ON 3 % W!- POSO-ERAtVE COMPLiCAION

7 1 WI'4 CISC" INSTRUCTIONS UNCERS-0OD s 4 1 WITH PROGESS SATISFACTORY AT DiSCH

12 t4 - I)

4-



PATIENT GOuGpS SUGGESTTD 
TAW6' 9Oi S.U8'1

ANO MINITOP PAPAA1RS I STAVO
A

EISIAe-W PAJAW71P

I CLSF OPEN APF E N

,C6 ABDOM:NA.- HYSTERECTOMY (ANN pP9LE'UF-£ "'I r Q1

* ~ PWCCF 6' 8 " i. 6 8841 
A'P)LCUr.

M MOR'ALI'T RATE %)I MORTAL_ RATE

* 2 I WITH USUAL INCCATIONS 0 2 wi H .E..ETAL K1RAI

3 2 WI7H NORMAL 'ISSUE 0 1 % OF ;mSE W -H IN,

4 i w', SJO
T

AL HYS ERECOMy 68 3 0 3 9 OF "O wJO O"EN R.DC ON. '9 2-'9 3 1N

5 2 WITH PEL'VIC EXAM 
100 79 5, I-'13r, O 'E8A' VE CC" '. CA' ON

HTANSrUSE 
C 015 4 % WITH PROGRESS SAT!SFACTL'0 A' 3.50

- WI' H PEAK TEMPERATURE 102 OR HIGHER I 0

- 2 W:P p O.SO ERA VE COMPL:CA"'ON 0

9 2 WITH PROGRESS SA7ISFACTOR3 AT DISC l100 
.....

980 LOCAL EXC'SON OF 6PEA1V W'MO& MASBP'3

(ANY PPOCE'LU-E 85.!-V 85.20..3 W/C 85.4 ,48,

962 VAGINAL HYSTERECTOMY

(ANY PROCEDURE 68.51 I MORTAL! Ty RATE I
.MOR'AL " RA'E 2 0 2 2 WITH -ISSUE CODED"

. -1 R;ECO 3 % WI
T
- CA W

[
'H S" - RA7 OR BONE SCAN

2 % W 1 - L) M100 4. % W!TH CA &'H CHEST XRA'

3 V E.L"IC EXAM 
c 5 % ,I'H CA Wi'S SEA" 

102" OR HIGHER 
is

4 I WTI PEAK TEMPERATURE 102 OR HIGHER

S 2-i -PPF~A'2 E CnMPVJCA~0 
S 4''~SOPR F 0'

6 1 WI' HGB NORMAL OR RISING A DISCH 100 7 2 WI'' PROGRESS TA>SFA''0p A' CISCH

963 D I' ASPIRA CION ETCE' O 'ER'!NA E REGNANCY 9' MASTEC
T O M Y

(AN' PR(CEDJRE 69.02. 69.09. 6q.52 .7" 69.59)

M""R"AL v T '%' C MORTA L
ITY RATE

2 WV USUAL IN0ICA-IONS loc 2 W w,'- MALIGNAN- OR G"GN NE-'LS SS RER

2 It WH NORMAL UEAE AB 1 3 % WITH CA WITH BONE SCAN 92 4
34 N II'E AELTEC EXXM AO 4 2 TRANSFUSED

'' g.' PSO'E
k

'V
[ 
COMPL!CATION S' S WTO "OS'CPE

# A
'> .8. 0"'. ' C'

6 2 .'I "ROORESS SATISFACTORY AT DISCH

*, 4

9 E SECTION 952 LOCAL E'C!SI^N :F S- ', ES TN" 961 CESAREAN 
(ANY PP C uPF

.
' '  

fANY PROCEDUPE 74.0-74.2. 74.4. OP '4.99) . (ANY PROCEDUPE 86.31-86.31

* MORTALITY RATE 1 00

2 % WIT. USUAL lNOICA
r [
ON - '0 2 ORTAL'T RATE CODED

3 % WI" 0W CERVICAL SEC'. 74 '00 2 W'H 'ISSUE CODED

4 X TRANSFUSED I 0 3, % WITH THIS AS PRINCIPAL PROCEDURE GIVEN

5 2 WITH PEAK TEMPERATURE 102 OR HIGHER 0 GEN ANESTHESIA. CXC LESI'S C' VULVA

6 % W P ,OSTOPERA'VE COMPLICATION 00 4 WITH POS'OFEMA'IVE CORPLICA'
R
IONOO

7 2 W'TH PROGRESS SATISFACTORY AT DISCH 100 5 1 WITH DISCM INS'RUC'IONS UNDERSTOOG

,



'CAM
Quality Assurance Monitor

Fourth Generation

BASIC STATISTICS AND CRITERIA LIST
(includes Suggested Standards)

A comparison of criteria available from the PAS Quality Control-
Data Set and the Basic Data Set

O~J uait Assrance Monitr Cwl X&. 396PATENTS PAS
LA...U a. NORTH CENTRAL REGIOGN P4mku* Aw'MS.4'Ywhi

SAMPLE HOSPITAL. TIME PERIOD JAN 77 Dcc 77 Pe" 1S A'C - Monitor Profile Ig. ~ .~

CRERIA PROFILE

PAIN RUSAND MONITOR PARAAIITRS I?&@,N. V olW -60 49

764 MYPERTEN3IVE HEART DISEASE .r
4 IPR INC IPAL . DAGNOSIS 402)

4 TOTAL PATIENTO a I:4

2 " a AL. PATIENTS FOR THIS REORT *
I AVERAGE STAY 5.5

MEDKIAN STAY i 1 Ii.
I AVERAGE CHARGE 91,1311to CHARGE IND!1K 0.57 is l~MS
Y1 I. OTALITYCORATE (SIST . 1 1 1 ' I so I

Z1 3 WITi4 RXC AD JUSTFICATION FOR ADMISSION 100 too so ..... .........

I. WITH ,CHEST II*RtAY ' 100 0
31WT C :I 1A1 .. ..I .... 4...... ...

1 6. £ GIVEN aDIURETICS ON HYPGTENISIVES too Ica 100 F ... T 7 X
7 7 It WITH4 PROGRESS SATISFACTORY AT DISCH too, 70 100

P' 700. ACUTE MYOCARDIAL INFARCTION I
,I~ 4PRINCIPAL DIAGNOSIS 4I0) 8
'3
24 TOTAL P ATIENTS go
36 11or AL PATIENTS FOR THIS REPORT S i
24 FATALITY I N0IA. 0.35
to AVERAGE STAY III .6 i II I II'

FINMDIAN STAY Is I I II . '
H AV9RAGE CH4ARGE 63,545I

2. . . .................. I 3101:I
22 I. MORTALITY RATE (SI1551 UIS1II~S I IT~

22~ 5. WITW4 ASNgENZYMES OR 1CO,SIAY)S DAYS .........IS 141 lO
N' 3 SWIT" REPEATI. SIAYP 8 DAYS IISlS M-6 335.O IH M2~~j ~ ~ NINZYMS.&TAY01 GAYS *" 001. G 03 ~I I I

31 a. x WIT4 VENTRICULAR FIB R LUTIR.d27.4I-dS7.4S 9 0-1 0 0 Ows I
3N 7. 1 WIT4 Oise. INSTR4UCTON UNDERNSTOOD tottold, toI.a

42

411

DAT PRIPA R00JN16 91 T119P010 U 1 -01yuPly o6
105 TIf P4.0 INa$@ I o.SPEPT Pr "1110101

pod.. 1170 C0,N4 1SI8 br Ca...a0a. .. t Hos...I. upia 44...mis Am. Aob, M..hp Pun4 m U IA

(N4A Commission on Professional and Hospital Activities
Professional Activity, Study

88'
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ANNEX E

Listing of Information Available in the Automated Variance
Report, St. Paul Fire and Marien Insurance Company
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TYPE OF INFORMATION AVAILABLE THROUGH

AUTOMATED VARIANCE REPORT

1. Patient Identification

2. Type of Variance

a. Medication

b. Treatment

c. Trauma

d. Other

3. Type of Injury

4. Extent of Injury

5. Site Where Variances Occurred

6. Hospital Personnel Involved

7. Factors Associated with Variance.

a. Staff

b. Patient

c. Visitor

d. Material

e. Safety Devices

L

I,-

No.
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